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NOYES’ CLINICAL PSYCHIATRY 


With the current emphasis on psychiatry and psychosomatic medicine, you will want to be 
able to turn to one authoritative book that will give you a synthesis of all that is useful in 
the field of modern clinical psychiatry. Such a book is the NEW (3rd) EDITION of 


Dr. Noyes’ well-known text. 


The book is completely up-to-date. There are new chapters on Psychotherapy, on Child 
Psychiatry, and on Shock and Other Physical Therapies. Lobotomy, penicillin in the treat- 
ment of neurosyphilis, and other new types of treatment are discussed. 


Diagnostic difficulties are effectively cleared away. In each disease the symptoms are 
arranged into a graphic clinical picture which individualizes that disease. And then the 
treatment, care and management of the disease is given with a thoroughness that leaves no 
question in your mind. Dr. Noyes clearly explains how certain organic diseases may be 
produced by emotional tensions and attitudes. 


For sound and easily understandable advice on the problems of your patients with mental 
disorders, you’ll find Dr. Noyes’ latest edition a reliable and trustworthy guide. 


By Alfred P. Noyes, M.D., Superintendent, Norristown State Hospital, Norristown, 
Pennsylvania. 525 pages, $6.00. 


J. A. MAJORS COMPANY 


NEW ORLEANS 13 DALLAS 1 ATLANTA 3 
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LIPPINCOTT SELECTED PROFESSIONAL BOOKS 


NEW EDITION 1948 Geschickter and Copeland 


Tumors of the Bone 


A thorough revision and elaboration of a 
classic text and source book which has been 


One of the in constant and growing demand since the 
most important work went out of print nearly eight years ago. 


works ever Three new chapters 
. : Fibrous Dysplasia 
«08 Variants of Neoplastic Ossification 


medical Tumors of the Spine 





literature Clinical aspects adequately presented. 


Approximately 1000 pages, over 700 illustrations, 


including over 200 new figures. 


PLANNED FOR EARLY FALL DELIVERY $1600 


ppincott Books . 
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The weight curves represented above are to be 
found in actual hospital (name on request) records 
of 75 consecutive infants fed on Similac for six 
months or longer. Not once in this entire series of 
75 cases was it necessary to change an infant’s 
feeding because of gastro-intestinal upset. 

Similarly good uniform results are constantly being 
obtained in the practice of many physicians who 
prescribe Similac routinely for infants deprived, 
either wholly or in part, of mother’s milk. 








July 1948 





A_ powdered, modified 
milk product especiall 
prepared for infant feed. 
ing, made from tuberculin 
tested cow’s milk (casein 
modified) from which part 
of the butter fat has been 
removed and to which has 
been added lactose, cocoa- 
nut oil, cocoa butter, corn 
oil, and olive oil. Each 
quart of normal dilution 
Similac contains approx- 
imately 400 U.S.P. units 
of Vitamin D, and 2500 
U.S.P. units of Vitamin 
A as a result of the addi- 
tion of fish liver oil con- 
centrate. 


<Siniter tb bocati will 


M & R DIETETIC LABORATORIES, INC. © COLUMBUS 16, OHIO 
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Another MOSBY Book! 











Iigenfritz’ 














PREOPERATIVE AND POSTOPERATIVE CARE OF 


SURGICAL PATIENTS 


By HUGH C. ILGENFRITZ, A.B., M.D., Assistant Professor of Surgery, 


Louisiana State University, School of Medicine, New Orleans, Louisiana. 


SECOND EDITION 


Formerly published as “Synopsis of the Prep- 
aration and Aftercare of Surgical Patients,” 
this book is now presented in an enlarged 
edition. Numerous new chapters have been 
added, and the number of illustrations has 
been increased. 


The great advances in surgery developed in 
recent years have been made possible largely by 
improvement in methods of preoperative care 
and postoperative supportive treatment—and 
Dr. Ilgenfritz has written this book with the 
purpose of recording these principles in one 
volume. Every aspect of hospital care of the 
surgical patient is described in detail, from 
entrance to the hospital to the day of discharge. 


900 Pages, 110 Illustration 


PRICE $10.00 


Each complication is considered from the 
standpoint of etiology, pathogenesis, symptoms, 
diagnosis and treatment. Therapy in each case 
is proposed as a logical procedure based upon 
an understanding of the underlying disturb- 
ances in physiology. 


Newer aspects of the care and healing of 
wounds are described, with particular reference 
to the use of pressure dressings and the chang- 
ing attitude toward local chemotherapy. 


In its present enlarged form, the book is 
designed to serve as a practical guide to the 
care of surgical patients throughout their 
period of hospitalization. 














ORDER FORM 











The C. V. MOSBY COMPANY 
3207 Washington Blvd., St. Louis 3, Missouri. 





SMJ 7-48 


Please send me a copy of Ilgenfritz’ Second Edition of Preoperative and Postoperative Care 


of SURGICAL PATIENTS. 


sida Enclosed is my check. 
PR cee 


Address 


The price $10.00. 


reas: Charge my account. 
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Crystalline Sodium Penicillin G 


“Crystalline preparations designated as 
Crystalline Penicillin G are required to 
contain 90 per cent of G . . . the sodium 
salt to have a potency of not less than 
1500 units per milligram”— New and 
Nonofficial Remedies. American Medical 
Association, Chicago, Illinois, 1947. p. 145. 


Bristol Crystalline Sodium Penicillin G is 
available in 20 cc. vials containing 100,000, 
200,000, or 500,000 units. Refrigeration in 
storage is not required. Sterile solutions 
are readily prepared by a simple injection 


of the diluent—normal saline solution, 
pyrogen-free distilled water, or 5 per cent 
dextrose solution—through the rubber cap 
of the vial. Solutions, once prepared, 
should be kept refrigerated and used within 
three days. 





— > 
Bristol Vis’ 
LABORATORIES INC 3 

SYRACUSE, NEW YORK 








July 1948 








Vol. 41 No. 7 SOUTHERN MEDICAL JOURNAL 5 





Steadily increasing specification of CARTOSE* is evidence 
of the high opinion that physicians have for this depend- 
able mixed carbohydrate. 

Controls exercised at every stage of manufacture, from 
processing of basic materials to the packaging of the fin- 
ished product, insure the bacteriological purity and uni- 
formity of every bottle. 

The choice of CARTOSE as the carbohydrate to be used in 
feeding formulas will minimize the risk of gastrointestinal 
distress attributable to excessive amounts 

of highly fermentable sugars. 


Babies Do Well on CARTOSE 


The prescription product prepared spe- 
cifically for the feeding of infants. 


CARTOSE 


Reg. U. S. Pat. Off. 


A Mixed Carbohydrate 
FOR INFANT FEEDING 














Available at 
recognized pharmacies 








-" a * The word CARTOSE is a registered trade- 
i mark of H. W. Kinney & Sons, Inc. 





f * 
f } 
4 


>. REO. U.S. PAT. OFF. 
Me 
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puerperal 
morbidity 
reduced 





Pe VACHIS ete one omens sm 


In a recent controlled study ! of 1,573 obstetrical patients, the incidence 
of genital tract infections was reduced from 5.3 per cent to 2.3 per cent 
when penicillin vaginal suppositories were used. A decline of 56.6 per cent! 


ADDITIONAL ADVANTAGES: PELVICINS (penicillin vaginal 
suppositories Schenley) shorten the hospitalization period; reduce nursing 
care required; are completely painless and nonirritating. These advantages 
suggest the value of their routine use in obstetrical procedure. 


SIMPLICITY OF TECHNIQUE: Insert 2 PELVICINS (total, 200,000 
units of penicillin) into posterior fornix of vagina with a sponge forceps, 
immediately after delivery of the placenta. 

SUPPLIED: Boxes of 6 and 12 PELVICINS, 100,000 units each. 


1. Pierce, R. R.: Am. J. Obst. & Gynec. vol. 55 (Feb.) 1948. 
Exclusive trademark. © Schenley Laboratories, Inc. 





AN 
eS Schenley Laboratories, Inc. 


Executive Offices: 350 FIFTH AVENUE, New York 1, N. Y. 








PRICE REDUCTION: PELVICINS now cost your patients one-third less. 
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How its special vehicle makes 


Acnomet 


a significant advance, clinical and cosmetic, 
in acne therapy 


ACNOMEL’s superior vehicle embodies an entirely 
new principle in topical acne therapy. To this vehicle 
—a stable, grease-free, flesh-tinted hydrosol— 


Acnomel owes the following important advantages: 


1 It is easy to apply smoothly and evenly. 


Upon application, it dries in a few seconds. 


Its active ingredients are maintained in 
intimate and prolonged contact with 


the affected areas. 


It removes excess oil from the skin. 


It is readily washed off with water. 


G1 fl Grad rd 





Available, on prescription only, in specially-lined 1'2 oz. tubes. 


Smith, Kline & French Laboratories Philadelphia 





Active ingredients: resorcinol, 2%; sulfur, 8%. 
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What it is: 


ERTRON (Steroid Complex, Whittier) is 
a therapeutic agent of proved value in the 
management of chronic arthritis, with 
significant arthrokinetic effect— 
improved mobility of 

arthritic joints—in many cases. 


ERTRON is of unique chemical composition. 
It is a complex mixture of activation-products 
derived from electrical activation of 

heat vaporized ergosterol. 


ERTRON is relatively safe judged by 
clinical investigations in leading hospitals and 
universities over a period of thirteen years. 


ERTRON Capsules: Each capsule contains 
5 mg. of activation-products biologically 
standardized having an antirachitic activity 
of fifty thousand U.S.P. units. Bottles of 

50, 100 and 500 capsules. 











ERTRON: 
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in arthritis 


What it is not: 


ERTRON® is not a panacea or specific 
designed to supersede medical, surgical 
or physiotherapeutic measures of 
acknowledged merit. 


ERTRON is not to be confused with vitamin D 
products obtained by other methods 
(ultraviolet irradiation) or derived from other 





sources (fish liver oils). 


ERTRON is not likely to produce serious N U t g | ty On 


untoward effects when administered 


under the physician's surveillance 
with proper observation esearc h 


of contraindications. 










ERTRON Parenteral: Each ampule contains [ Q b e) ra tO rie S 


activation-products, in sesame oil, 
biologically standardized having an 
antirachitic activity of five hundred thousand 
U.S.P. units. Packages of six 1 cc. ampules. 
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FOLVITE Folic Acid Lederle 
Tablets: Tubes of 25, and bottles of 1OO and 
1,000, 5 mg. each tablet. Bottles of 25 
and 1,000, 20 mg. each tablet. 
Solution: 12 and 100 ampuls of 1 cc., 15 mg. 
per cc. Vials of 10 cc., 15 mg. per cc. 
Elixir: Bottles of 4 fluid ounces. 
FOLVITE Folic Acid with LIVER EXTRACT 
Lederle—15 Units—3 vials of 1 cce., and 
vials of 10 cc. 


LEDERLE LABORATORIES DIVISION 


AMERICAN CYANAMID COMPANY, 30 ROCKEFELLER PLAZA, NEW YORK 20, N. Y. 





The Megaloblastic 
Bone Marrow 


There is now universal agreement that arrest of normal 
hemopoiesis in the megaloblastic stage is remedied by 
the administration of FOLVITE* Folic Acid Lederle. In 
particular, the megaloblastic anemias of sprue, preg- 
nancy, malnutrition, infancy and childhood, and pellagra 
are specifically affected by the administration of folic acid. 











y 


weil? 


FOLVITE Folic Acid with LIVER EXTRACT, 
CRUDE Lederie—1 Unit—Vials of 10 cc. 
and 30 cc. 


FOLVITE Folic Acid LIVER with EXTRACT, 
CRUDE Lederle—2 Units—Vials of 10 cc. 
and 30 cc. 

FOLVITE Folic Acid with LIVER EXTRACT 
ORAL Lederle. Bottles of 8 and 16 


fluid ounces. 


FOLVRON* Folic Acid and Iron Lederle 
Bottles of lOO and1,C >apsulesor tablets 


*x a e +r ec 
REG. U. S. PAT. OFF 
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Te close association of gastrointestinal 
disorders and frank vitamin B deficiencies has 
suggested B complex therapy in treating such 
disorders. Chesley and co-workers,* reporting 
72.5% satisfactory results with this therapy, state 
that: “... vitamin B complex offers more to 
many patients . . . than any of the regimes of 
careful dieting, antispasmodics, sedation, etc., 
now in common use.” 


more effective B therapy based on liver 


The Special Liver Fraction used as the base of 
Beta-Concemin provides additional B complex 
factors not available in synthetic mixtures alone 
—as evidenced by the better weight, develop- 
ment and survival of laboratory animals to 
whose diet this Special Liver Fraction has been 
added. 


potencies increased 


Now the clinically established B vitamins in 
the Beta-Concemin formula have been strength- 
ened and rebalanced for increased effectiveness 
—while the addition of choline reflects newer 
work on the value of this factor in liver condi- 
tions. ALL AT NO INCREASE IN PRESCRIPTION 
COST. 


ELIXIR—4-o0z., 12-0z., and gallons 
TABLETS—bottles of 100 and 1000 


CAPSULES with Ferrous Sulfate—bottles of 100 
and 1000 


“Beta-Concemin” ® 





“MERRELL 
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BETA-CONCEMIN 


The DIFFERENT Vitamin B Complex 


NIACINAMIDE 


THIAMINE HCL. 
RIBOFLAVIN 
PYRIDOXINE 





P UP UP P 
Each fluidounce of Elixir Beta-Concemin now 
contains 32 mg. Thiamine Hydrochloride, 16 
mg. Riboflavin, 8 mg. Pyridoxine Hydrochlor- 
ide, 80 mg. Niacinamide, 40 mg. Choline 
Citrate and 4 Gm. Special Liver Fraction. Cap- 


sule and tablet potencies increased in same 
ratio. 











*Am. J. Dig. Dis. 7: 24-27 (1940) 


THE WMS. MERRELL COMPANY + CINCIHNATY UA 
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hookworm, 
roundworm 
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, SHARP 
DOHME 


killed outright 


CRYSTOIDS 


Parasitologists regard Crystoips Anthel- 
mintic as the drug of choice for elimination 
of hookworm, roundworm and certain 
other intestinal parasites, because this su- 
perior vermifuge has demonstrated excep- 
tional effectiveness and safety. 

Crystoips Anthelmintic pills contain 
crystalline hexylresorcinol. When properly 
administered (i.e., swallowed whole), Crys- 
Toips Anthelmintic pills are unusually free 
of toxicity. A single administration is effec- 
tive in 95% to 100% of cases of roundworm 
and 75% to 85% of cases of hookworm. 
Moreover, these parasites are usually killed 
outright, eliminating danger of migration. 





anthelmintic pills 


Crystoips Anthelmintic pills are indi- 
cated in treatment of infestation with hook- 
worm, roundworm, pinworm or seatworm, 
whipworm or threadworm, and dwarf tape- 
worm. Supplied in hard-coated pills of two 
strengths: 0.2 Gm. (1 vial of 5 pills) for 
adults and children 6 years and over; 0.1 
Gm. (1 vial of 6 pills) for infants and chil- 
dren up to6 years. Single-treatment dosage: 
for children over 6 years and adults respec- 
tively, three to five pills swallowed whole. 
Sharp & Dohme, Philadelphia 1, Pa. 


CRYSTOIDS 
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Relief of the physical and mental 








distress so often associated with declining ovarian 
function usually restores to the menopausal patient a positive outlook on life. 
Prompt alleviation of disturbing climacteric symptoms may generally be expected 
with “Premarin,” and in the majority of cases, symptomatic improvement is followed by a 
gratifying “sense of well-being.” This is the “plus” afforded by this naturally occurring, orally 
active estrogen. 
Three potencies of “Premarin” enable the physician to adapt estrogenic therapy to the 
particular needs of the patient. Tablets of 2.5 mg., 1.25 mg. and 0.625 mg. are available; 
also liquid, 0.625 mg. in each 4 cc. (1 teaspoonful). 
While sodium estrone sulfate is the principal estrogen in “Premarin,’”” other 
equine estrogens...estradiol, equilin, equilenin, hippulin...are probably 


also present in varying amounts as water soluble conjugates. 


TRONARIN 


ESTROGENIC SUBSTANCES (WATER SOLUBLE) 
also known as CONJUGATED ESTROGENS (equine) 












Ayerst, McKenna & Harrison Limited 22 East 40th Street, New York 16, New York 
4824 
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A LABORATORY 
TECHNIC IN A 
TABLET--- 





CLINITEST 


FOR QUICK URINE-SUGAR TESTING 


NO HEATING, NO MEASURING of Reagents— 
Simply drop one Clinitest Tablet in diluted urine. 


Allow time for reaction—compare with color scale. 


CLINITEST Laboratory Outfit 
CLINITEST Plastic Pocket-size Set 


CLINITEST Reagent Tablets 12x100’s and 12x250’s 


for laboratory and hospital use. 


Distributed through regular drug 


@) and medical supply channels. 


AMES COMPANY, INC. eEvkuart, INDIANA 
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PROLONGED-ACTION PENICILLIN 
FOR AQUEOUS INJECTION...ONCE DAILY 


rysticiiin. 


Offering all the advantages of prolonged-action penicillin without the disadvantages of 
the preparations hitherto available. For use in any condition in which penicillin in oil 
and wax is indicated. 


ONE DAILY An intramuscular injection of 300,000 units of an aqueous suspension 
INJECTION of CrysTIcILLIN provides therapeutic blood levels for 24 hours in the 
majority of patients —and for 36 hours in approximately 50% of patients. 


MINIMAL CRYSTICILLIN contains no OIL or wax. Consequently, pain following intra- 
PAIN muscular injection is minimal. 
EASILY CrysTICILLIN is easily administered in aqueous suspension with a con- 


ADMINISTERED ventional syringe and needle, neither of which need be dry. Blockage of 


needle is minimized and cleansing facilitated. 





STABLE CRYSTICILLIN is stable in the dry state for 12 months. Sterile aqueous sus- 
WITHOUT pension may be kept at room temperature for a period of one week without 


REFRIGERATION significant loss of potency. 





CRYSTICILLIN is supplied in diaphragm-capped vials containing dry procaine penicillin 
G together with a minute quantity of effective and nontoxic dispersing and stabilizing 
agents — for suspension with sterile aqueous diluent. 


1,500,000 unit multiple-dose vials 
300,000 unit single-dose vials 


SQUIBB A LEADER IN PENICILLIN RESEARCH AND MANUFACTURE 
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Therell be fewer hankies (7, Bachyand Tim 


And more hay fever victims than ever before will be telling the 
world about their freedom from their miseries. Antihistaminics 
are the reason, and a potent addition to this field is Abbott’s 
new and different compound, THENYLENE Hydrochloride. 

With THENYLENE, severe side-reactions are rare. In a recent 
study on a large number of cases, the investigators reported 
that with a dosage of 100 mg. of THENYLENE, the incidence of 
undesired reactions was only about 25 percent, obviated in 
practically all instances by reducing the dosage to 50 mg.! 

Try THENYLENE in cases where your experience with other 
antihistaminics has been disappointing. Leading allergists point 
out that one agent may bring definite relief where another has 
failed. For severe symptoms 100 mg. of THENYLENE three or 
four times daily is suggested. As a maintenance dose or for 
mild symptoms, 25 to 50 mg. may be prescribed. It is recom- 
mended that antihistamine drugs be used with specific desensi- 
tization wherever possible. 

Prescription pharmacies everywhere have THENYLENE Hydro- 
chloride in 25-mg., 50-mg. and 0.1-Gm. sugar coated tablets 
in bottles of 100 and 500. For a Free SampLe and literature, 
drop a card to ABBotr Laporatories, North Chicago, Illinois. 


1. Friedlaender, A. S. and Friedlaender, S., Amer. J. Med. Sc., in press. 


thin DLOAON, 
PRESCRIBE 
Abbott» new amtihintaminic 


Thenylene 


. BO £1 Bee eo k 





(Methapyrilene Hydrochloride, Abbott) 
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announcing 


Benzebar 


for the depressed and nervous patient 


‘Benzebar’ constitutes the therapy of choice when anxiety, agitation, or 
nervousness accompanies depression. It combines the unique anti-depressant action 


of Benzedrine* Sulfate and the mild sedation of phenobarbital. 







a logical combination of 


Benzedrine Sulfate (5 mg.) 


Smith, Kline 

and phenobarbital (4 gr.) ~—* 
Laboratories, 
Philadelphia 


*T.M. Reg. U.S. Pat. Off. for racemic amphetamine sulfate, S.K.F. 
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POSITIVE ROMBERG 


A positive Romberg test (Brauch-Romberg 
symptom) is one of the more characteristic 
evidences of cord involvement in pernicious 
anemia. Because of impaired position sense, 
the patient sways from side to side when he 
stands with feet together and eyes closed. 


Early, adequate and persistent therapy is 
essential for the prevention or control of 
spinal cord affection in pernicious anemia. 
This is most important since neural in- 
volvement may cripple or incapacitate the 
patient. The quality of the liver preparation 
employed thus becomes of utmost signifi- 
cance. In the production of ARMOUR 
LIVER PREPARATIONS every precaution 
is taken to assure therapeutic efficacy. The 
ARMOUR LABORATORIES has available 
the world’s largest supply of fresh raw 
animal material. Skill and care are exercised 
to preserve the active blood regenerating 
constituents of the fresh liver—the hemo- 
poietic principle as well as secondary fac- 
tors. The finished products are tested for 
potency on actual pernicious anemia pa- 
tients in relapse. 


Have confidence in the preparation you pre- 
scribe—specify “ARMOUR” 


Liver Liquid Parenteral 

4 U.S. P. Injectable Units per ce. 1 cc., 5 ce., and 10 
ec. rubber-capped vials. A preparation retaining the 
secondary hemopoietic factors and most of the vitamin 
content of the liver. 


10 U. S. P. Injectable Units per ce. 1 ce., See. and 
10 ce. rubber-capped vials. 


15 U.S. P. Injectable Units per ce. 1 cc., 5 ce., 
and 10 ce. rubber-capped vials. A highly refined 
and d i 





prep for massive dosage. 


Solution Liver Extract—Ora! 

45 ce. equal 1 U.S. P. Oral Unit. A readily assim- 
ilable and therapeutically effective preparation for 
use when the oral route is indicated or preferred. 


Liver Extract Concentrat e—Capsules 
9 capsules equal 1 U.S. P. Oral Unit. Odorless, taste- 
less. Sealed gelatin capsules in boxes of 50, 100. 


A ARMOUR 
Lalotalotites 


FOR MEDICINALS OF ANIMAL ORIGIN . CHICAGO 9, ILLINOIS 
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AnEffective Adjunct in the Treatment 
of Certain Types of Tuberculosis 





As an adjunct to conventional therapy, 
clinical experience has indicated that 
Streptomycin is the most effective chem- 
otherapeutic agent in the treatment of 
certain cases of tuberculosis. In selected 
cases, Streptomycin has been found ef- 
fective in shortening the period of disa- 
bility. 

The new, improved form of this val- 
uable antibacterial agent—Streptomycin 
Merck (Calcium Chloride Complex) — 
provides three noteworthy advantages: 
(1) increased purity, (2) minimum pain 


following injection, and (3) uniform po- 
tency. 


Write for the New Booklet 
“STREPTOMYCIN IN TUBERCULOSIS” 


Recently published, this booklet pre- 
sents abstracts of the two authoritative 
reports which appeared in The Journal 
of the American Medical Association, 
November 8, 1947, showing the results 
of the use of Streptomycin in more than 
goo cases of tuberculosis. It will be 
mailed to you on request. 


STREPTOMYCIN =MERCK 


(Calcium Chloride Complex} 


* 


MERCK & CO., Inc. 


Manufacturing OUTTA 


RAHWAY, N. J. 


In Canada: Merck & Co., Ltd., Montreal, Ou 
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hemoglobin build-up 


Slow regeneration of bloed is one of the most frequent—and often unappre- 
ciated—reasons for delayed and inadequate convalescence after both acute and 
prolonged illnesses as well as after surgery. This is not surprising since even in 
otherwise healthy individuals a drop of only 10 or 15 percent in the hemoglobin 
level commonly produces definite asthenia and easy fatigability. Cytora is of 
particular value for convalescents because it provides important factors necessary 
for rebuilding blood plus other dietary essentials; each Cytora tablet supplies liberal 
quantities of iron, folic acid, liver concentrate, vitamin C and five B-complex factors. 
The pharmaceutical skill exercised in compounding Cytora tablets assures optimal 
absorption of the active ingredients and minimizes gastric disturbances. Cytora also 
eliminates a senseless multiplication of medications for the convalescent who might 
otherwise require several individual medicinal agents to rebuild his blood and im- 


prove his nutrition. Cytora is available in bottles of 100, 250, and 1000 tablets. 


ROCHE-ORGANON INC., ROCHE PARK, NUTLEY 10, N. J. 


DAILY DOSE (6 TABLETS) PROVIDES: 
Ferrous Sulfate 600.0 mg 


Folic Acid 4.5 mg 
liver Concentrate 900.0 mg 
Vitamin C 150.0 mg 


Vitamin B, 6.0 mg 
j J , : 
c Roche-Organon Ge tciensc A cae 


plus other factors naturally - 
present in liver concentrate 


1, M—Cytore — Reg. U.S. Pat. OF. Aeitintle te teaitiea ‘of 


100, 250 and 1000. 





July 1948 
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Among the profusion of new antihistaminics to 


choose from today one stands out. 


rimeton 


(BRAND OF PROPHENPYRAMINE) 


TRIMETON not only meets the demand for a preparation with fewer side 
effects, but it is also approximately twice as potent as other available 
antihistaminics. Selected by Schering’s research staff after four years 
of experimentation TrimeTon has been thoroughly tested in the lab- 
oratory and clinic. TrimeTON provides the allergic individual with 
rapid and prolonged relief from hay fever, allergic rhinitis, urticaria, 
allergic eczema, and some cases of asthma. 


A single tablet of 25 mg. usually initiates relief. within fifteen to thirty 
minutes, which may last as long as six hours in many instances. Three 
tablets daily or less are sufficient for the average adult. 


Trimeton, phenyl-(2-pyridyl) -( 8-N,N-dimethylaminoethyl) -methane, 
is available in 25 mg. tablets. scored, in bottles of 100 and 1000. 


CORPORATION + BLOOMFIELD, N. J. 


1% CANADA, SCHERINC CORPORATION LIMITED, MONTREAL 
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Older patients whose digestion is impaired, 
but whose activities require more than an 
invalid’s diet, can be helped by modern gel- 
cookery. 

By this method of food preparation Knox 
gelatine is combined with an endless variety 
of food combinations—such as fish, meats, 
eggs, vegetables, fruits or other foods within 
a prescribed diet, to make dietary eating a 
pleasure rather than a chore. 

Unlike factory-flavored gelatine dessert 
powders, which are about 85 percent sugar 
and only about 10 percent gelatine, Knox 
gelatine is all protein, no sugar. 

Free Diets and Recipes. A series of special dietary book- 
lets with suggested menus and recipes for prescribed 


diets, are free on request. Address Knox Gelatine, 
Dept. W-4 Johnstown, New York. 


SPANISH CREAM 


Bland, delicious, nourishing and easily digested 
for the whole family 
In top of double boiler 
Soften: 1 envelope Knox gelatine 
in: 3 cups cold milk 

Place over hot water 

Add: )% cup sugar 
Stir until dissolved 
Beat slightly: 3 egg yolks 

Add: 14 teaspoon salt 
Slowly add the milk mixture to the beaten yolks. 
Return to the double boiler and cook, stirring 
constantly, until mixture is of soft custard con- 
sistency. Remove from heat. 

Add: 1 teaspoon vanilla 

Beat: 3 egg whites until stiff 
Fold into custard mixture. Pour into one large or 
individual molds that have been rinsed in cold 
water. Chill until firm. Unmold and serve with 
whipped cream or fruit. Note: This mixture will 
separate and form a jelly on the bottom and a 
fluffy custard on top. If you do not wish this 
separation, allow custard to cool until mixture 
begins to stiffen before adding the stiffly beaten 
egg whites. 





GEL-COOKERY for the tired 


digestive system 





Two sizes—1 ounce (4 envelopes) 
and \ pound (32 envelopes) 











KNOX 


Gelatine 
U.S. P. 


Plain, Unflavored Gelatine 
All Protein— No Sugar 
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Hemosules «~« 





A New Hematinic Preparation... 


The recommended J daily dose of 6 capsules 


provides: 








Ferrous Sulfate. . . . (15 gr.) 972.0 mg. 
Liver concentrate 1:20. (15 gr.) 972.0 mg. 


Sa eee 4.5 mg. 
Thiamine hydrochloride 

re 6.0 mg. 
Riboflavin (vitamin B,) .... 6.0 mg. 
ee ae ee 24.0 mg. 
Pyridoxine hydrochloride 

SS: a a re 3.0 mg. 
Calcium pantothenate... . . 3.0 mg. 
Ascorbic acid (vitamin C) . . . 90.0 mg. 


William R. Warner & Co., Inc. 


New York «+ St.Louis «+ Los Angeles 





Tailored 
to the 
Successful 


Treatment 


of 
Hypochromic 


Anemias 


For Therapy 


in hypochromic anemias: 
two (2) HEMOSULES* 
three times a day after meals. 


For Prophylaxis 
and/or Maintenance 


in conditions predisposing 
toward anemic states, 
i.e., pregnancy, fever, 
respiratory disorders, 
infectious diseases, nutri- 
tional disorders, etc.: 
one to three (1 to 3) 
HEMOSULES* daily, 
or more, as prescribed 
by the physician. 
HEMOSULES* ‘Warner,’ 
hematinic capsules, are available 
in bottles of 96 and 250. 

*Trade Mark 
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¥ * Restoration of function can abe 
AN * | accomplished i in most arthritic patients 


bya complete systemic rehabilitation program. 





- _Darthronol is an integral part of such 

a therapeutic program. Its Efficacy is due to the anti- 

arthritic effects of the high dosage vitamin D 

together with the well-established nutritional influences of the 


eight other vitamins. Darthronol treats the 


arthritic—not merely the arthritis. 


DARTHRONOL 


for lhe Aelbutlic 
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Vitamin D (Irradiated Ergosterol) . . 50,000 U.S.P. Units 
Vitamin A (Fish-Liver Oil) . . . 5,000 U.S.P. Units 
Ce ae a a a ee 


EAC H LE Thiamine Hydrochloride. . . . . « « - 3mg. 
caps¥ s ; : 
CONTAIN Meee tl tl th hl tC tC tC tll CU 


Pyridoxine Hydrochloride . . . . . . ~ O.3mg. 
Calcium Pantothenate . ... . .. =. Img. 
ee ee 


Mixed Tocopherols . . . . . .. . . 41mg. 


(Equivalent to 3 mg. of synthetic Alpha Tocopherol) 


a ROERIG froharation 





J. B. ROERIG AND COMPANY - 536 Lake Shore Drive + Chicago 11, Illinois. 
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sulfonamide preparation 


Of 








Ky 


Summer diarrhea 


diarrhea of newborn 


UNDIN 


sulfasuxidine’ suspension with pectin and kaolin €, SHARP 


Mortality in the neonatal group of patients 
has shown a persistent upward trend,' and 
may ‘be attributed in large measure to the prev- 
alence of epidemic diarrhea of the newborn 
infant.”? Overcrowding and understaffing of 
hospital nurseries are important contributing 
factors, and until these war-induced conditions 
can be corrected, particular emphasis must 
be placed on isolation and prompt control. 

CREMOSUXIDINE,® a palatable, highly effec- 
tive new preparation developed by Sharp & 


* Registered trademark of Sharp & Dohme 


1. Frant, S., and Abrahamson, H.: Brennemann’s Practice of 
Pediatrics, 1:28:22, 1945 


2. Blattner, R. J.: J. Pediatrics, 32:220, February, 1948. 


DOHME 





Dohme, aids management of diarrhea regard- 
less of its cause. A chocolate-mint flavored 
suspension of succinylsulfathiazole (10%), 
pectin (1%), and kaolin (10%), CREMOSUXIDINE 
acts promptly to consolidate stools, eliminate 
products of putrefaction, soothe inflamma- 
tion, and check bacterial infection. 

Dosage: Infants and children in proportion 
to adult dose of 2 to 3 tablespoonfuls 4 times 
daily. CREMOSUXIDINE is supplied in pint 
bottles. Sharp & Dohme, Philadelphia 1, Pa. 


REMOSUXIDIN 
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until 
- frost... 


“Ys 


HYDRYLLIN 


WELL-TOLERATED ANTIHISTAMINIC 


The long weeks of the hay fever season call for antihistaminic relief which 
is safe enough to be given over a protracted period. 
For both effectiveness and tolerance, Hydryllin is indicated in hay fever, 


asthma, allergic rhinitis, urticaria, drug allergies, atopic and eczematous 
dermatitis. 


Increased Effectiveness—*"The results in hay fever with Hydryllin were very 
striking. Twenty of twenty-three seasonal hay fever 
patients... were markedly benefited .. .” 


Improved Tolerance —*"The side reactions have been considerably less in 
number.” 


SEARLE 


RESEARCH IN THE SERVICE OF MEDICINE 
G. D. SEARLE & CO., CHICAGO 80, ILLINOIS. 


Hydryllin contains Diphenhydramine (Searle), 25 mg., and Am- 
nophyllin (Searle), 100 mg. 


*Levin,S.J., and Moss, S. S.: Clinical Results with Hydryllin in Asthra 
and Hay Fever, to be published. 
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cl gee, 


symptomatic relief with minimal side effects 


é 
o 


x 7 
Bi rnd ae 


During the last two pollen seasons, the effectiveness 

of Pyribenzamine hydrochloride in hay fever has been 
demonstrated repeatedly . . . 84% of 288 cases“ — 78% of 588 cases” 
— 82% of 254 cases. 


ae ee, \ 
in SO cc ) / 
hay fever ~~ | / t' 
p s 2 J . : 
PYRIBENZAMINE §=—«-// 7 


Side effects are few and for the most part mild: — “No serious side effects 
have been noticed in any patients.” “In our opinion, reactions 

to Pyribenzamine are minimal and seldom necessitate stoppage 

of the drug.” The usual adult dose is 50 mg. four times daily. 

. ArBesMan, C. E.: N. Y. State Jl. of Med., 47: 1775, 1947- 

- Loveress, M. H.: Am. Jl. of Med., 3: 296, 1947. 

. BERNSTEIN, Rose and Fernserc: Ill. Med. Jl., 92: 2, 1947. 


. OsBorne, Jonpon and Rauscu: Arch. of Derm. & 
Syph., 55: 318, 1947- 


were 


PyrIBENZAMINE ScoRED TABLETS, 50 mg., bottles of 50, 500 and rooo. 
PyRIBENZAMINE Exrxir of 5 mg. per cc., bottles of 1 pint and 1 gallon. 


® CIBA PHARMACEUTICAL PRODUCTS, INC., SUMMIT, NEW JERSEY 


Ciba ® 


PYRIBENZAMINE (brand of tripelennamine)—Trade Mark Reg. U.S. Pat. Off. 2/1371M 
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In a clinical study extending 

over a period of a year, Long* 

used Edrisal as the sole medication 

in treating 630 employees for 
dysmenorrhea. Results were dramatic. 
He concluded, “We use it [Edrisal] 
with the knowledge that nine out of 


Remarkable ten sufferers will get the relief 


they seek.” 


results Edrisal combines the recognized 
analgesics—acetylsalicylic acid 
and phenacetin—with the unique 
anti-depressant, Benzedrine Sulfate. 
in Consequently, it not only relieves 
the pain during the menstrual 
period, but also combats the 
WS m e n 0 rh ep a accompanying psychic depression. 
Best results are usually obtained 
with a dosage of two tablets, repeated 
every three hours, if necessary. 


*Long, C.-F., M.D.: Edrisal in the Management 
of Dysmenorrhea, Indust. Med. 15:679 (Dec.) 
1946. Indust. Nurs. 5:23 (Dec.) 1946, 





highly 
effective 
in the 


relief 





Smith, Kline & French Laboratories 
Of Philadelphia 


pain 





30 


leaf and 
tinctures 


digitalize in approx 


hours 
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DIGITALIZATION 
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T] Digitaline 
le . Nativelle 
Ma"talizes in approx 


Long and Short he 


of digitalis therapy! 





With Digitaline Nativelle, cardiotonic > DIGITALIZATION 
influence usually becomes apparent 

within three hours. Full digitalization can 

be accomplished as rapidly as six hours 


—instead of in days! 


Only such effectiveness brings the patient 
the desired, quick relief of air hunger 

and discomfort— and with virtual freedom 
from side effects. The physician will welcome 
the ease of administration as well as the 


considerably greater accuracy in therapy. 


Simplicity of administration .. . 


RaPiID DIGITALIZATION ... 1.2 mg. in equally 
divided doses of 0.6 mg. at three-hour intervals. 


MAINTENANCE... 0.1 or 0.2 mg. daily 
depending upon patient’s response. 


CHANGE-OVER ...0.1 or 0.2 mg. of Digitaline 
Nativelle may advantageously replace 
present maintenance dosage of 0.1 gm. or 
0.2 gm. of whole leaf. 


Current references and comprehensive brochure 
“Management of the Failing Heart” available 
on request. Also, if you wish, we will send 

a full digitalizing dose. Simply address 
Research Division, Varick Pharmacal Company, 


75 Varick Street, New York 13, N. Y. 


Digitaline Nativelle 


... active glycoside of digitalis purpurea (digitoxin) 


ant 
- 


* ow 
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Precet | FECTION 


with MERCUROCHROME 


(H. W. & D. Brand of merbromin, dibrom-oxymercuri-fluorescein-sodium ) 


Extensive use of the Surgical 
Solution of Mercurochrome has demon- 
strated its value in preoperative skin 
disinfection. Among the many advan- 
tages of this solution are: 

Solvents which permit the anti- 
septic to reach bacteria protected by 


fatty secretions or epithelial debris. 

Clear definition of treated areas. 
Rapid drying. 

Ease and economy of preparing 
stock solutions. 

Solutions keep indefinitely. 


The Surgical Solution may be 
prepared in the hospital or purchased 
ready to use. 

Mercurochrome is also supplied 


in Aqueous Solution, Powder 
and Tablets. 








HYNSON, WESTCOTT & DUNNING, INC. 
Baltimore 1, Maryland 
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GUSTS 15 sererrare csseren 


Are there any Council Approved in- 
dications for testosterone IN THE 
FEMALE? 








Q Which brand of androgenic prep- 
arations bears the seal of Council 
Acceptance? 


Yes—in selected cases of meno- 
metrorrhagia, postpartum breast 
engorgement, and for suppression 
of lactation. 


July 1948 


on ANDROGEN THERAPY 





The only brand of androgenic prep- 
arations accepted by the Council 
on Pharmacy and Chemistry of the 
American Medical Association is 
Testosterone Propionate “Rare” 
and Methyl Testosterone “Rare”. 





What is the comparative efficacy of 
methyl testosterone and testosterone 
propionate? 


Methyl testosterone is as effective 
orally as one-third to one-fourth 
the amount of injected testos- 
terone propionate. 





What is the comparative potency of 
testosterone and testosterone pro- 
pionate on injection? 








Testosterone propionate elicits a 
greater maximum response and 
exerts more prolonged effect than 
equal doses of free testosterone. 
Daily injection of 0.1 mg. of testos- 
terone propionate into castrated 
rats for ten days resulted in growth 
of the seminal vesicles to a size 
five times as great as when an 
equivalent amount of free testos- 
terone was used. 


Testosterone Propionate “Rare” and Methyl Testosterone “Rare” 
ARE COUNCIL ACCEPTED 


SUPPLIED: 

Testosterone Propionate “Rare”: 1 cc. 
ompules, 5, 10 and 25 mg., in boxes 
of 3, 6 and 50; also 10 cc. vials, 
25 mg. per cc., and 6 cc. vials, 50 mg. 
per cc. 

Methyl! Testosterone “Rare”; Scored 
tablets, 10 mg. (white) and 20 mg. 
(pini@; bottles of 30 and 100. 


— 

Rare Chemicals, Inc. 
HARRISON, NEW JERSEY 
West Coast Distributors 
GALEN COMPANY, Richmond, Colif. 
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Lilly in Argentina 


MorE than any other Latin-American country, 
Argentina resembles the United States in cli- 
mate, industries, and educational system. Al- 
though Argentina produces a large share of her 
own industrial and agricultural requirements, a 
mutually profitable trade has developed be- 
tween the two countries. 


The first Lilly medical service representative 
in Argentina began his calls on physicians and 
pharmacists in 1931. In 1944, Eli Lilly and Com- 
pany of Argentina, Inc., was formed. Today, 
over 13,000 physicians are visited regularly. All 
medical literature, including the Physician’s Bul- 

















“Sy, 


A 15 x 12 reproduction of this Francis Chase illustration is available upon request. 


letin, is printed in Spanish. Cordial relations of 


long standing exist between the men engaged 


in medical research and Eli Lilly and Company. 
The facilities of the Lilly Research Laboratories 
are always available for collaboration on mu- 
tually interesting projects. The beneficiaries of 
medical research are all peoples everywhere. 





Available trom Ample Stocks 


STRATEGICALLY LOCATED 






Lay 
PENICILLIN-& — 
Crystalline —Potosi® > 
a 





pt kt 


oe 


A CAREFULLY SELECTED STRAIN Of Penicillium notatum is grown 
in sterile culture media in the presence of sterile air to produce 
penicillin for products bearing the Lilly label. Not until this peni- 
cillin has been refined to crystalline purity, has reached narrow 
limits of moisture content, and is free from solvents and pyrogenic 
materials is it used in the production of penicillin preparations. 
Ample stocks, strategically located near by, are available in 
quantities to meet your requirements quickly and economically. 
Penicillin Products, Lilly, include the following: 
Crystalline Penicillin—G, in 20-cc. rubber-stoppered ampoules 
containing 100,000, 200,000, 500,000, and 1,000,000 units. 
Tablets Penicillin—G, Crystalline-Potassium, Buffered, 50,000 
and 100,000 units. 


EL! LILLY AND COMPANY, INDIANAPOLIS 6, INDIANA, U.S.A 
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aqueous 
vitamin A 
superior 
to 

oil 
solution 
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New clinical and laboratory studies! 
corroborate previous investigations?~4 
proving that vitamin A in aqueous 
solution—as available in VI-SYNERAL 
VITAMIN DROPS — is more readily 
and more fully utilized than vitamin A 
in oily solutions. 


900% greater absorption 


average peak blood levels (infants) 
aqueous A 1000 U.S.P. Units 
oil A 200 U.S.P. Units 


1/5 as much excretion 


average fecal excretion (infants) 


aqueous A 7% of ingested vitamin 
oil A 38% of ingested vitamin 


confirmed by 


85% higher liver storage 


total liver storage in 24 hours (animals) 
aqucous A 7500 U.S.P. Units 
oil A 4040 U.S.P. Units 


vi-syneral 
vitamin drops 


Each 0.6 cc. as marked on dropper supplies: 


VITAMINA 2. 5,000 U.S.P. _ y otiliaw 
VITAMIND .. 2... 1,000 U.S.P. Units | age 

ASCORBIC ACID(C)........ 50 mg. 

THIAMINE (B1). 2.2... 2 ee 1 mg. 

RIBOFLAVIN (Bz)... 2... 0.4 mg. 

PYRIDOXINE (Bc)... . 2... 0.1. mg. 

WIACINAMIDE. . 2. 5 mg. 

PANTOTHENIC ACID... 2... 2 mg. 


In aqueous solution . . . contains no alcohol 


Perfect miscibility with infant's formula, 
milk, etc. ; no fish taste or odor. 


Send for sample and literature 
Available in 15 cc. and 45 cc. packages 


1. Jl. of Pediatrics: 31:496, 1947. 

2. Am. Jl. Diseases of Children: 73:543, 1947. 
3. Science: 106:40, 1947. 

4. Nutrition Reviews: 4: 286, 1947. 


u. s. vitamin corporation 


casimir funk laboratories, inc. (affiliate) 
250 east 43rd st. new york 17, n.y. 
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immediate symptomatic relief of ocular allergies 
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OPHTHALMIC SOLUTION 


THE ONLY ANTIHISTAMINIC EYE DROP NOW AVAILABLE, Antistine 
Ophthalmic Solution gives almost immediate symptomatic relief of ocular 
allergies in contrast to the less rapid action of oral antihistaminic 
therapy. One drop every 3 hours is usually sufficient. Available as 0.5% 
solution in 15 cc. bottles with dropper. 


ANTISTINE IS ALSO AVAILABLE IN TABLET FORM for the systemic treat- 
ment of other general allergic symptoms. This new drug has been found 
effective in patients where another antihistaminic has failed or where 
side effects have necessitated discontinuation of therapy. Dosage is 
usually 3 to 4 tablets daily. Available as 100 mg. scored tablets. 


@CIBA PHARMACEUTICAL PRODUCTS, INC., SUMMIT, NEW JERSEY 


Ciba ® 


ANTISTINE (brand of phenazoline hydrochloride) —T. M. Reg. U. S. Pat. Off. 2/1369M 
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Pyridium is bee pron A nontoxic in Sen dosage. It i 

may be employed safely in recommended dosage through- 

out the course of treatment of most cases of uncompli- an important 

cated urogenital infections. 
Conveniently administered by mouth in a dosage of ° 

2 tablets t.i.d., this well-tolerated agent affords prompt attribute of 

relief of distressing urinary symptoms in a high percent- 

age of cases. ® 
Following oral administration, Pyridium produces a 

definite analgesic effect on the urogenital mucosa. This 

action contributes to the prompt and effective relief that 

is so gratifying to patients suffering with distressing 

urinary symptoms. Literature on Request. 


PYRIDIUM 


Brand of Pheny lazo-diamino-pyridine HC! 





MERCK & CO., Inc. RAH WAT, \N. J. 
Man ufactu ung Chemésts 


in Canada: MERCK & CO)., Ltd Montreal, Que 
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HAY FEVER ,, 


The extra long action of 
Neo-Synephrine hydrochloride 


makes possible control of hay fever bottles; 1% solution, 1 oz. 


symptoms with infrequent 


and obtain sleep at night. 


Average dose: 2 or 3 drops in 
each nostril. 








New Yorn 13, N. Y. 


Neo-Synephrine, trademark reg. U.S. & Canada 





dosage, thus enabling the patient jelly, %/ oz. tubes. 
to be comfortable during the day 


No appreciable interference with ciliary 


Yan Virtually no side reactions. 


Duithios Sitar 








day and night... 


FOR NASAL USE: '/5% solution 
(plain and aromatic), 1 oz. 


bottles; '/.% water soluble 


FOR OPHTHALMIC USE: '/5% low 
surface tension, aqueous 
solution, isotonic with 

tears, 15 cc. bottles. 






Winosor, ONT. 
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ACTUAL SIZE 1's'° DIAM 


IN A NEW CONVENIENT FORM 


FOR applying medication, cleansing wounds, 
parenteral therapy, pressure dressings, preopera 


tive skin preparation, prehypodermic injection 


COMPACT CARTON OF 65 ready for instant 


use, convenient in your bag or on office shelf 


COTTON BALLS 
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TO AVAL THE MIRROR UP TO NATURE 


the pure corpus luteum hormone 
identical in action with the 
progestational principle isolated from 


=) the mammalian ovary 





ProLuton* provides true replace- 
ment therapy. Chemically pure, 
PROLUTON (progesterone) rapidly 
induces a secretory phase of the en- 
dometrium, in the same manner as 
produced by the hormone of the 
normally-functioning corpus luteum 
of the female. Progesterone thus is 
“extremely effective™ in controlling 
functional uterine bleeding. 
Fluhmann’ states that progesterone, 
given intramuscularly in daily 
doses of 10 mg. for several days, 
“invariably” leads to a cessation 

of the bleeding. 


Because the corpus luteum hormone is a 
“powerful uterine relaxant,” 


PROLUTON 


has had brilliant success in forestalling threatened 
and habitual abortion,* and in relieving dysmen- 
orrhea.* As PROLUTON is corpus luteum hormone, 
it is innocuous even in large dosage.® 





PERASA POUL ETAT AS ARSALA PUSS AS ASSP AEE 


re 
© 


PACKAGING: Protuton (progesterone in oil) ampuls of 1 cc. con- 
taining 1, 2, 5 or 10 mg., boxes of 3, 6 and 50 ampuls; also vials ot 
10 cc. containing 25 mg. per cc., box of 1 vial. Pranone* (anhydro- 
hydroxy-progesterone) tablets of 5 or 10 mg., boxes of 20, 40, 100 and 
250 tablets; and 25 mg., boxes of 20 and 100 tablets. 


BIBLIOGRAPHY: (1) Fluhmann, C. F.: J.A.M.A. 135:557, 1947. 
(2) Frank, R. T.: M. Clin. North America 25 :607, 1941. (3) Krohn, 
L., and Harris, J. M.: Am. J. Obst. & Gynec. 41:95, 1941. (4) Hard- 
ing, F. E.: Am. J. Obst. & Gynec. 53 :279, 1947. 


*® 


——t, 


ye oe CORPORATION - BLOOMFIELD, NEW JERSEY 


IN CANADA, SCHERING CORPORATION LIMITED, MONTREAL 
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(Para-aminobenzoic Acid) 





For the Treatment of Rickettsial 
Diseases, Tick and Typhus Fever 


There are a number of reports which tend to prove 
the value of Sodium PABA in the treatment of 
Rocky Mountain Spotted Fever, flea-borne typhus, 
louse-borne typhus and scrub typhus. The 

customary treatment for tick fever has always been 
supportive and palliative. Such therapy has 

much to offer and should be used conscientiously; 
however, in light of the clinical results, Sodium PABA 
may be effectively employed in the treatment 
of this often severe and sometimes fatal disease.* 


* 

Send to Professional 
Department for complete ~-: 
literature. 


Dosage and duration of treatment 
should not exceed the limits 
found to produce no deleterious 
effects in man. The effects of 
dosages over 30 grams per day and 
for longer than one week have not 
been studied to determine their safety. 
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INTERNATIONAL VITAMIN DIVISION 
IVES-CAMERON COMPANY, INC. 


22 EAST 40th STREET NEW YORK 16, N. Y. 






Please send me professional literature of 
Sodium PABA. 
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your formula prescription 


put 


Adding cooled boiled water to BIOLAC—as her physician directs— 

is the only precaution that a vacation-minded mother need 

take when preparing her infant’s formula during the summer months. 
This simple procedure not only facilitates formula preparation, 

but also minimizes the possibilities either of contamination 

under adverse travel or resort conditions, or the chance omission 

of needed vitamins, carbohydrates or iron. BIOLAC, when 
supplemented by vitamin C, is a complete infant food. 

In readily assimilable form, it dependably provides all the 
essential proteins, vitamins, minerals, carbohydrates 
and other nutritional factors needed for optimum health. 
Biolac is a liquid modified milk, prepared from whole and skim 

milk, with added lactose, and fortified with thiamine, concentrates of 
vitamins A and D from cod liver oil, and iron citrate; only vitamin C 


supplementation is necessary. Evaporated, homogenized and 
sterilized. Available in 13 fl. oz. tins at drugstores everywhere. 


BORDEN’S PRESCRIPTION PRODUCTS DIVISION 


350 MADISON AVENUE, NEW YORK 17, N. Y. 


Biolac @ «« 


LJ 
"Baby Talk" for a Good Square Meal. : 
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Biolac 
MODIFIED MILK | 
FOR INFANTS | 
| 
| 


Biolac dilution is 
easily calculated — 
quickly prepared: 

I fl. oz. Biolac to 

11/ fl. oz. water per 
pound of body weight. 
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Case History of an overweight streetcar-operator... 






















‘Dexedrine’ Sulfate— because it curbed appetite and 





lowered food intake—enabled even this extremely 
obese patient to lose weight easily and safely without 
the use (and risk) of such potentially dangerous drugs 
as thyroid. 

Patient before treatment (age 53; height 5’ 10%") 
weighed 352 pounds... was suffering from hyperten- 
sion, nervousness and dyspnea... lived in fear of caus- 
ing an accident while on duty. Overeating was the 


only demonstrable cause of his obesity. 


Therapy: ‘Dexedrine’ (1s mz. A.C. t.i.d.) Results: Weight B.P. Pulse 





March, 1946..... ‘Dexedrine’ therapy begun....... 352 280/152 86 
November, 1946 . . 8th month of ‘Dexedrine’ therapy . 269 160/84 86 


January, 1948 .... 22nd month of ‘Dexedrine’ therapy . 234 158/84 86 


In addition to the weight reduction of 118 pounds 
and the concurrent lowering of blood pressure, a remark- 
able improvement is reported in the patient’s mood and 
outlook. Earlier nervousness and fears have vanished. 


Dexedrine* Sulfate tablets and elixir... . the most eftec- 





tive drug for control of appetite in weight reduction. 





Smith, Kline & French Laboratories Philadelphia 





OT.M. REG. U.S. PAT. OFF. FOR DEXTRO-AMPHE TAMING SULFATE, S. ALB 
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When myocardial circulation is impaired, the 
failing heart literally undergoes starvation. 


Sound therapeutic management must therefore 
aim to increase myocardial nutrition and strengthen 
heart action. It must also promote and maintain an 
active and adequate output of urine without damage to 
the kidneys. And, in most instances, it should also 


provide an even, mild sedation, to allay worry 


and nervous tension and slow down the rate of living. 
Proven in value through years of exacting clinical use, 
TCS Tablets supply these needs safely and efficiently. 


DOSAGE: In myocardial insufficiency, cardiac edema and 
acute coronary conditions, the average dosage is two 
tablets, three or four times daily, and reduced with 
improvement. In hypertension, angina pectoris and 





Each tablet contains theo- 
bromine salicylate, 6 gr., 
calcium salicylate, 1 gr., 
and phenobarbital, % gr. 
Available in bottles of 50 


post-occlusional states, one tablet, three or four times daily. and 250 tablets. 


SS ee@seeewVsees 
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YTHRESS 


RICHMOND: VIRGING, 


WILLIAM P. POYTHRESS & CO., INC. 
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SOPRONOL LIQUID FOR OFFICE TREATMENT 


Nature has its own defense against the invasive fungi 
involved in dermatophytosis—the fatty acids which oc- 
curin human sweat, whichinclude propionic and caprylic. 

Sopronol Improved is therapeutically effective be- 
cause it contains propionates and caprylates. Sopronol 


is based upon Nature’s own healing processes. 






And Sopronol is non-keratolitic, non-sensitizing. It 
















is mild, safe, non-irritating. 


© SOPRONOL 


IMPROVED 


propionate-caprylate compound 


OINTMENT 

FOR DIRECT APPLICATION 

Sodium propionate 12.3% 

Propionic acid 7 

Sodium caprylate 10% 

Zinc caprylate 5% 
1 oz. tubes 





DUSTING POWDER 
. FOR SOCKS AND SHOES 
Calcium propionate 15% 
Zine propionate 5% 
Propionic acid 0.25% 
Zinc caprylate 5% 
2 and 5 oz. canisters 


oe 
‘alee 


LiquiD 
FOR DIRECT APPLICATION 
Sodium propionate 12.3% 
Propionic acid 27% 
Sodium caprylate 10% 
2 oz. bottles 











PHILADELPHIA 3, PA. 





Wijeth 
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Patient of intermediate 
type of build; roentgen- 
ograms showed spon- 
dylolisthesis, grade 1, 
with congenital defects. 
Symptoms developed 
after a fall on the ice 
during pregnancy. 
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Same patient after appli- 
cation of support. Patient 
reported relief from pain 
which was confined to 
the back and called 
attention to the ease and 
comfort in the wearing of 
the support. 


Aid in conservative treatment when the 


fifth lumbar vertebra slips on the sacrum 





... advantages of the CAAAP lumbosacral supports 


«+» THE WELL BONED BACK — Curves in and under the gluteal 


muscles, relieving the tension of these muscles on their 
attachments. 


Wide shaped piece of material at top (fastening in front) 
holds the support still more closely about the lumbar spine, 


»»» THE SIDE LACING ADJUSTMENT — Assists in steadying 
the pelvic girdle. 


It also allows for reinforcing with aluminum steels or 
Camp Spinal Brace. 


The elastic releases make for comfort. 


S. H. CAMP AND COMPANY + JACKSON, MICHIGAN 


World’s Largest Manufacturers of Scientific Supports 
Offices in New York * Chicago * Windsor, Ontario « 


London, England 
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EFFECTIVE URINARY ANTISEPSIS 
soctdoue OCCURRENCE OF 


DRUG-FASTNESS 


MANDELAMINE 


REG. U. S. PAT. OFF. 
Brand of Hexydaline 
(Methenamine Mandelate ) 


Clinicians recognize that the value of many otherwise 
effective antibacterial agents is limited by the poten- 
tial development of drug-fastness. 


MANDELAMINE* therapy is conspicuously free of this 
disadvantage!.2—a feature that is especially welcome 
when therapy is prolonged or must be repeated. MAN- 
DELAMINE exhibits a broad range of therapeutic activ- 
ity, is well tolerated, and is virtually nontoxic in rec- 
ommended doses. 


MANDELAMINE offers these 6 outstanding advantages: 


1. No gastric upset 4. No fluid regulation—no 

2. Wide antibacterial range dietary restriction 

3. No accessory acidification 5, No danger of drug-fastness 
(except when urea-splitting 6. Simple oral dosage—3 or 4 
organisms are present) tablets three times a day 


Suppuiep: Enteric-coated tablets of 0.25 Gm. (3% grains) 
each, in packages of 120 tablets sanitaped; bottles of 500 
and 1,000 tablets. 

*MANDELAMINE is the registered trademark of Nepera Chemical Co., 
Inc., for its brand of Hexydaline. 


1. Duca, C. J., and Scudi, J. V.: Proc. Soc. Exper. Biol. & Med. 
66: 123 (1947). 
2. Scudi, J. V., and Duca, C. J.: J. Urol. (to be published ). 


NEPERA CHEMICAL CO., INC. 
Manufacturing Chemists 


NEPERA PARK YONKERS 2, N. Y. 
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Many physicians have already found 
that Allantomide® Vaginal Cream 
presents a convenient and 

rapid method of treating Trichomonas 
vaginalis vaginitis. It may also 

be used as an aid in the control of 
surface infections of the exocervix, 
vagina and vulva caused by organisms lh 
susceptible to sulfanilamide. om ae 
Allantomide Vaginal Cream {LANTOMIDE 
is odorless, nonstaining and non- MAGI 
irritating without apparent untoward 
systemic reactions. The ease and 
simplicity of application assure 
patient acceptance and cooperation. 


Allantomide Vaginal Cream 
is available in 4-ounce tubes, supplied 
with or without applicator. 


Philadelphia 44, Pa. 


Pharmaceuticals, Biologicals, Biochemicals 
for the Medical Profession 
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One of America’s Fine Institutions 





Dedicated to the Scientific Treatment of Nervous and Mental Disorders . . . 
...In a Setting of Inviting Friendliness and Simple Grace . . . Elevation 1,200 Feet 
Newdigate M. Owensby, M.D., Psychiatrist-in-Chief 


Atlanta Office, 384 Peachtree Street _ Reservation Necessary 
Deo eur tending pnysician ~~ BROOK HAVEN MANOR SANITARIUM 
Elizabeth Hancock, Psycho-Therapist STONE MOUNTAIN, GA. 


85 Consulting Physicians and Surgeons 
We do not treat acute alcoholic intoxication or narcotic addiction 











APPALACHIAN HALL 


ASHEVILLE, NORTH CAROLINA 


An institution for rest, convalescence, the diagnosis and treatment of nervous and mental disorders, 
alcohol and drug habituation. 

Appalachian Hall is located in Asheville, North Carolina. Asheville justly claims an unexcelled 
all year round climate for health and comfort. All natural curative agents are used, such as 
physiotherapy, occupational therapy, shock therapy, outdoor sports, horseback riding, etc. Five 
beautiful golf courses are available to patients. Ample facilities for classification of patients. Rooms 
single or en suite with every comfort and convenience. 


For rates and further information write Appalachian Hall, Asheville, N. C. 
Wm. Ray Griffin, M.D. M. A. Griffin, M.D. 
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ALLEN’S INVALID HOME 


Established 1890 
MILLEDGEVILLE, GEORGIA 


For the treatment of 


Nervous and Mental Diseases 


Grounds 600 Acres — Buildings, Brick 
Fireproof — Comfortable — Convenient 


Site High and Healthful 


E. W. ALLEN, M. D. H. D. ALLEN, M. D. 
Department for Men Department for Women 


Terms Reasonable 











For Patients With 
Alcoholic Problems 


—The Farm 


A non- institutional arrangement in 
Howard County, Maryland, for the 
individual psychological rehabilitation 
of a limited number of selected vol- 


- untary patients with ALCOHOL prob- 


lems — both male and female — un- 
der the psychiatric direction of 


Robert V. Seliger, M.D. 
CITY OFFICE: 
2030 Park Avenue, Baltimore, Md. 








BRAWNER’S 


SANITARIUM 


Established 1910 
Smyrna, Georgia (Suburb of Atlanta) 


FOR THE TREATMENT OF 
Nervous and Mental Illnesses, Drug and Alcohol Addictions 


JAS. N. BRAWNER, M. D., Medical Director 


ALBERT F. BRAWNER, M.D., Dept. for Men 


JAS. N. BRAWNER, JR., M.D., Dept. for Women 














HOYE’S SANITARIUM 


“In the Mountains of Meridian’ 
MERIDIAN, MISS. 





Diagnosis and tr of mild nervous 
and mental di and alcoholi N i 
cases admitted under no circumstances. Sheck 
Therapy (Insulin, Metrazol, Electro-Shock). 
Other approved treatments. Patients too 
violent, noisy and untidy not accepted. Con- 
sulting physicians. 





Dr. M. J. L. Hoye, Supt. 
Fellow of the American Psychiatric Association 
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Saint Albans Sanatorium 
RADFORD, VIRGINIA 


A modern, ethical institution, fully equipped for the diagnosis, care and treatment of 
nervous and mental diseases and selected addiction cases. 2,000 feet elevation. Rates 
reasonable. Occupational and Hydrotherapy Departments. 


J. P. King, M.D. J. K. Morrow,M.D. D.D. Chiles, M.D.  T. E. Painter, M.D. 











THE CARROL TURNER SANATORIUM 


MEMPHIS, TENNESSEE, Route 6, Box 288 


For the Diagnosis and Treatment of Mental and Nervous Disorders 


Located on the Raleigh-La Grange Road, five miles east of the city limits. Accessible to U.S. 70 (the Bristol High- 
way). 53% acres of wooded land and rolling fields. Equipment new and modern, including the latest equipment for 
electro-shock, physical and hydrotherapy. Special emphasis is laid upon occupational and recreational therapy under 
the supervision of a trained therapist. An adequate nursing personnel gives individual attention to each patient. 
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The 
Cincinnati Sanitarium 
Inc. 1873 
For Mental and Nervous Diseases 

A strictly modern hospital fully 
equipped for the scientific treatment 
of nervous and mental affections. 
Situation retired and accessible. For 
details write for descriptive pamphlet. 

Emerson A. North, M.D. 
Charles Kiely, M.D. 


Visiting Consultants 



















ELLIOTT OTTE, Business Manager 
Box No. 4, College Hill D. A. Johansen, M.D. 
CINCINNATI, OHIO Medical Director 











For purely nerv- 
ous cases, nutri- 
tional errors and 
convalescents. 


Completely 
equipped for 
hydrotherapy, mas- 
sages, etc. 


Cuisine to meet 
individual needs. 


Emerson A. North, 
M.D. 


Charles Kiely, 
M.D. 


Visiting 
Consultants 


D. A. Johnston, 
M.D., Medical 


Director 


Elliott Otte, 
Bus. Mgr., Box 
No. 4. College 
Hill, Cincinnati, 
Ohio. 
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HILL CREST SANITARIUM 


FOR NERVOUS AND MENTAL DISEASES AND ADDICTIONS 


Insulin and Electro-Shock Therapy used in Selected Cases. Gradual Reduction Method used 
in the Treatment of Addictions 
Established in 1925 


Thoroughly modern in architecture and construction. Eight departments—affording proper classification of patients. 
All outside rooms, attractively furnished. Several bathrooms and rooms with private bath on each floor. Also a 
spacious sun parlor in each department. Located on the crest of Higdon Hill, 1050 feet above sea level, overlooking 
the city, and surrounded by an expanse of beautiful woodland. Ample provision made for diversion and helpful 
occupation. Adequate night and day nursing service maintained. 


James A. Becton, M.D., Physician-in-charge James Keene Ward, M.D., Associate Physician 
P. O. Box 2896, Woodlawn Station, Birmingham 6, Ala. Phones 9-1151 and 9-1152 
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; estbrook Sanatorium 


p= ESTABLISHED IQII 


RICHMOND, VIRGINIA 


i. For the Treatment of NERVOUS and MENTAL DIS- 
le ORDERS and Addictions to ALCOHOL and DRUGS 


ff STAFF: Jas. K. Hatt, Dept. for Men Paut V. Anperson, Dept. for Women 
ASSOCIATES: Ernest H. Alderman, M.D., Rex Blankinship, M.D., John R. Ae 
| Saunders, M.D., Thos. F. Coates, Jr., M.D. Bi se , 
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Aluminum PENICILLIN. 


Aluminum Penicillin Oral Tablets provide for maximum utili- 
zation of the dose administered. Low solubility of the aluminum 
salt renders it much less liable to inactivation in the stomach. De- 
struction in the intestinal tract is inhibited by the addition of sodium 
benzoate. 

Aluminum Penicillin in Oil for. intramuscular injection is a 
bland suspension of the new relatively insoluble aluminum salt of 
penicillin in peanut oil alone. Fluid at body temperature, it has the 
outstanding advantages of not causing pain or sterile abscesses. 
Slow absorption is accomplished by the slight solubility of the drug 
itself. 

Aluminum Penicillin Oral Tablets. 12 tablets, 50,000 units each. 

Aluminum Penicillin in Oil. 1 cc. size ampules, 300,000 units per 
cubic centimeter. 


* Patent applied for. 


HYNSON,WESTCOTT & DUNNING. INC. festa paests 
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RECONSTRUCTIVE SURGERY OF THE 
FALLOPIAN TUBES EMPLOYING 
A CANNULA* 


By VINCENTE D’INGIANNI, M.D. 
New Orleans, Louisiana 


There is general dissatisfaction, I believe, 
with the methods of repair of the fallopian tubes. 
Ovarian transplants have proved very dis- 
heartening, and fallopian tube transplants under 
direct visualization have not given the results 
reported, the tubes becoming obstructed after 
remaining patent for a few weeks. There is 
little hope of pregnancy among those whose 
tubes have been removed. 


The incidence of an abdominal pregnancy 
after a supravaginal hysterectomy stimulated 
the idea that an uteroperitoneal fistula could be 
created in those who are sterile for the lack of 
fallopian tubes. This idea led to the develop- 
ment of an improved method for the repair of 
the fallopian tubes. 


During the past few months I had the privilege 
of reopening the abdomen to remedy the cause 
of sterility in three cases that had previously 
undergone transplantation of the salpinx. In 
each case there was evidence of obstruction at 
the site where the tube had been inserted into 
the uterus. After employing the method of 
repair herein described all three patients have 
patent tubes and one has become pregnant. 
Since that time fourteen additional patients have 
been treated by this method. 

The development of this technic saw many 
trials and errors, the first of which was the 
placing of a piece of surgical gut in the lumen 
of the salpinx and uterus in the attempt to over- 





*Read in Section on Gynecology, Southern Medical Association, 
Forty-First Annual Meeting, Baltimore, Maryland, November 
24-26, 1947. 


come the obstruction at the site of the anas- 
tomosis. Experience proved this practice to be 
definitely contraindicated, for the absorbable 
suture produced an acute type of exudate, re- 
sulting in more tissue damage. Finally steel 
was selected because it produces a fibrinous type 
of exudate, and promotes the least amount of 
tissue damage. A piece of stainless steel wire 
was so placed that it could be removed without 
additional surgery (Fig. 1). 


With further trial and error, it was found 
that the caliber of the wire was not sufficient 
to occupy the entire lumen of the salpinx. 
Therefore, a cannula was devised with an at- 
tached stainless steel wire (Fig. 1a). The cannula 
is 1%4 inches in length and bent to conform to 
the salpingo-uterine angle. The attached wire 
is 10 inches long. 

Some of the problems encountered in per- 
forming this procedure have been most trying. 
Occasionally difficulty is met in the attenua- 
tion of the mesentery of the portion of the 
salpinx to be used in the anastomosis. However, 
a careful dissection of the connective tissues per- 
mits sufficient mobilization. Often it is dif- 
ficult to get the cannula in position so that it 
will not cause pressure on the wall of the salpinx. 
This pressure is due to the angle created by 
the cannula and uterus, and can be avoided by 
implanting the salpinx medial to the original 
implantation and on the same line. Variations 
of this cause a rotation of the cannula from the 
transverse plane which produces pressure on 
the salpinx. In one case the cannula dropped 
out of its own accord two weeks after implanta- 
tion. Thereafter this was prevented by trans- 
fixing the wire onto the cervix by a non- 
absorbable suture. In bilateral transplantation 
of the salpinx a cannula can be attached to each 
end of the wire. This latter procedure was 
followed in one case; the results can be seen 
in Fig. 2. 
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Five of the cases treated in this manner were 
explored for pelvic disease without suspicion 
or sterility due to obstruction of the fallopian 
tubes. In these cases it was necessary to pass 
the wire of the cannula through the cervix 
without previous dilatation of the cervix. It 
might be well to note here that once the wire 
has been passed into the vagina it must not be 
pulled back into the uterus; and the wire should 
be bent so as not to perforate the uterus. 


There were no postoperative complications in 
any of the cases reported, except the occasional 
spotting of blood during the time the cannula 
was left in place. After its removal this condition 
cleared up. Some patients complained of pain 





Fig. 1 
Steel wire being used to 
salpinx after implantation. 


prevent obstruction of the 





Fig. la 
Cannula employed in this procedure. 
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on the side on which the cannula was left in 
place. This also disappeared when the cannula 
was removed. 





Fig. 2 
Opaque media instilled into a bilateral transplantation 
of the salpinx 4 months after removal of the cannula. 





Fig. 3 
Preparing the proximal end of the salpinx for anastomosis. 





Fig. 4 
Site of transplantation into the uterus. 
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The procedure which I am describing for sal- 
pingo-uterostomy can best be shown by the 
following drawings: 

A patent portion of the salpinx is identified 
by passing a probe into the lumen without 
pressure. If it is deemed necessary to resect 
the fimbriated end then a longitudinal incision 
is made in the distal end and the mucosa is 
everted and sutured to the serosa. The proximal 





Fig. 5 
Cannula being introduced into the uterus and vagina. 


Fig. 6 
Sutures from the salpinx being passed through the uterine 
wall. 
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end is split longitudinally for about half a 
centimeter. Three sutures of atraumatic 000 
suture material are passed into the mucosa (Fig. 
3). After tying they are left long. The pedicle 
to the salpinx is attenuated by dissecting some 
of the fibrous tissue in its mesentery, being sure 
not to embarrass the vascular supply. 





Fig. 7 
Salpinx being pulled over cannula and wire being cut 
and bent into posterior fourchette. 





Fig. 8 
Cannula employed in preventing obstruction of implanted 
salpinx. 
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The site of the transplantation is next de- 
termined (Fig. 4). This has been found to be 
above and medial to the original attachment of 
the salpinx. At this point the new angle created 
by the uterus and the salpinx will accommodate 
the arch of the cannula and thus prevent pres- 
sure on the salpinx. An incision of two centi- 
meters is made in a transverse direction into 
the uterus. At this stage troublesome bleeding 
may be encountered; however, with a little 
patience the points of bleeding can be clamped 
and tied. 





Fig. 9 
Opaque media free in peritdneal cavity 8 weeks post- 
operatively (Case 1). 





Fig. 10 
Opaque media free in peritoneal cavity 6 weeks after 
removal of the cannula (Case 1). 
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The cannula with the distal end of the wire 
is bent on itself and passed, wire first, into the 
uterus; then through the cervix into the vagina 
(Fig. 5). If there is stenosis of the cervix some 
difficulty may be encountered in accomplishing 
this; therefore, before attempting the abdominal 
portion of the procedure, a dilatation of the 
cervix will prevent any difficulty of this nature. 

The sutures attached to the salpinx are re- 
threaded and passed first through the endo- 
metrium of the uterus to the serosa (Fig. 6). 
(The wire, once passed into the vagina, must not 
be pulled back into the wound because of the 





Fig. 11 


Cannula in uterus and presenting beyond the uterine 
cavity (Case 2). 





Fig. 12 


Opaque media in abdominal cavity (Case 2). 
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possibility of contamination.) The sutures are 
then pulled and the salpinx is threaded over the 
cannula (Fig. 7). The sutures are tied. The 
mucosa of the salpinx is approximated to the 
endometrium and the cannula is left im situ for 
approximately three or four months, to assure 
a permanent opening between the salpinx and 
the uterus. 


At the completion of the abdominal operation 
the excessive wire in the vagina is cut and the 
wire is bent around the cervix into the posterior 
fornix (Fig. 7). 


CASE REPORTS 


Case 1—Mrs. M. gave a history of sterility of three 
years, and her husband was found to be fertile. Visual- 
ization of the uterus failed to show passage of opaque 
material into the salpinx. Exploration revealed an 
obstruction of the proximal portion of the salpinx with 
a patent distal end. Thereupon, the left salpinx was 
implanted into the uterus employing a cannula (Fig. 8). 
Two months later, with the cannula still in place, 
opaque media was shown to be present in the abdominal 
cavity (Fig. 9). Six weeks after the removal of the 
cannula opaque media was again seen in the abdominal 
cavity (Fig. 10). This patient became pregnant and 
a cesarean section was done. The salpinx was found 
in excellent condition and it was still patent. 


Case 2—Mrs. C. had had a bilateral salpingectomy 
four years before. As she was desirous of having chil- 
dren, a cannula was placed in the right side of the uterus 





Fig. 13 
in abdominal 
removal of the cannula (Case 2). 


Opaque media 4 months after 


cavity 
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(because the right ovary was healthy) (Fig. 11). Fig. 12 
shows opaque media in the abdominal cavity post- 
operatively. Four months after removal of the cannula 
opaque media could still pass into the abdominal cavity 
as shown in Fig. 13. 


CONCLUSION 


Greenhill! reviewed 818 plastic operations 
done on individuals who were sterile. His re- 
sults were 54 pregnancies with only 36 live 
babies delivered. This is not a very gratifying 
compensation for the effort put forth by both 
the patient and the surgeon. 


In contrast, herein is presented a technic only 
fourteen months old. Of 17 cases (one of which 
can be eliminated because the husband was later 
found to be sterile, and another contracted 
gonorrhea resulting in obstruction of the sal- 
pinx), there have been 3 deliveries of full 
term normal children, a percentage of 20. as 
compared with 6.6 per cent in Greenhill’s 
survey. 

It can be noted, in conclusion, that this essay 
does not concern itself with the etiological 
factors for the obstruction of the salpinx, but 
rather it is a presentation of a procedure to 
relieve this obstruction whether it be primary 
or secondary. 


DISCUSSION (Abstract) 


Dr. Edwin L. Zander, New Orleans, La.—Discussion 
of Dr. D’Ingianni’s paper involves the problem of 
sterility. Sterility is based on four factors: (1) Mechani- 
cal factors, which include conditions which impede or 
obstruct the union of the sperm, with the ovum which 
of course this paper involves. (2) Chemical factors 
causing imbalance in cervical, vaginal, or seminal secre- 
tions. (3) Endocrine factors. (4) General factors, which 
include study of the male. 

The type of sterility discussed in this paper is of the 
absolute type in which there is a bilateral occlusion of 
the ducts, and not one of relative sterility in which one 
duct may be patent. 

I believe that there are certain prerequisites which 
are necessary in order to do this- operation: 

(1) The patient should have at least three vaginal 
examinations after which there should be no variation 
in either the sedimentation rate, the temperature, or 
the leukocyte count above normal. 

(2) The Rubin test should show occlusion of both 
tubes. 





1. Greenhill, J. P.: 
Implantation for the Treatment of Sterility. 
& Gyn., 33:39 (Jan.) 1937. 


Evaluation of Salpingostomy and Tubal 
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(3) The patient should be in the child-bearing period 
and be at least under thirty-five. 

(4) She must have one functioning ovary. 

(5) There must be no other cause for sterility. 

(6) There must be no acute gonorrhea, postpartal, 
puerperal or tuberculous infections. 

(7) She must be a good surgical risk. 

8) The husband must be fertile and healthy. 


In order to understand and evaluate this method, as 
described by Dr. D’Ingianni, it might be wise to 
describe other methods used up to the present time. The 
treatment may be either palliative or surgical. The 
palliative type of therapy is: 

(1) Tubal insufflation, which may separate agglu- 


tinztions or kinks, dislodge inspissated mucus, break up 
adhesions or muscular spasm. 


(2) Heat therapy, which will also cause the destruc- 
tion of inflammatory exudates or hyperplasia. 

And that we do by several methods, one being the 
heat therapy which involves the following types of 
treatment: 

(a) The Elliot therapy, which is the use of hot water. 

(b) Thermo-flow therapy, which is the use of hot air. 

(c) Diathermy, which is the use of electricity. 

(d) Iontophoresis, which is the use of chemicals with 
galvanic current. 

(3) The use of endocrine therapy, which Dr. Siegler 
suggests but which in my hands has not been of much 
value. 

The surgery, 
occlusion occurs: 

(a) In the outer third of the oviduct. 

(b) Within the inner two-thirds of the oviduct, in- 
cluding the interstitial portion. 

(c) Where there is a total occlusion of the oviducts, 
or where the oviduct presents extensive pathology 
although a portion may be patent, reconstruction is 
impossible. 

Reviewing the surgical procedures which may be 
rather old to most of you, we have five surgical pro- 
cedures which can be classified as follows: 

(1) Salpingolysis, which is the release of the ad- 
hesions about the tubes at the fimbriated ends. 

(2) Sovak technic, in which there is a resection of 
the proximal portion of the tube and implantation of 
the distal portion into the uterine cornu. 


I believe, depends upon where the 


This method and several other methods use unabsorb- 
able material. As you noticed, Dr. D’Ingianni in this 
particular case used non-absorbable material. The ab- 
sorbable material has not proved of much value to 
either myself or many of the authors whom I have 
studied. 

(3) We also have the salpingostomy, which is the 
making of a new opening in the occluded tubal end. 
It is also spoken of as Sovak’s circumcision technic 
or cuff salpingostomy. 
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(4) We have also another method in which an 
occlusion of the midtube can frequently be resected and 
an end-to-end anastomosis performed. 

(5) We have the implantation of the ovary, or part 
of the ovary, as described by Estes, and modified, which 
often results in cystic ovaries and painful sites of im- 
plantation, which we have found not very successful. 

Dr. D’Ingianni has presented his technic because a 
review of the literature does not give a favorable picture 
of these various operations. Greenhill in 1937, as a 
result of a questionnaire, said that among 818 plastic 
operations performed, only 54, or 6.6 per cent of preg- 
nancies resulted; and of these pregnancies, only 36 
resulted in live babies, or 4.4 per cent. The rest ended 
in abortions, 18.5 per cent, or ectopic pregnancies, 14.8 
per cent. Rupture of the uterus was one of the com- 
plications that were found. 

My own results from these various procedures are 
probably lower, being about 3.5 per cent successful 
in a total of 27 cases studied. Ectopic pregnancy was 
a complication in 25 per cent of the cases. 

Dr. D’Ingianni, in the cases that he has operated 
upon, has shown a marked percentage of improvement, 
even though his series is small. 


This new method I have had the pleasure of observ- 
ing, and I have not seen any serious complication. The 
results so far are encouraging, and certainly this offers 
another means of combatting a very serious problem in 
the field of surgery. 


Dr. M. Y. Dabney, Birmingham, Ala—I should like 
to know how the Doctor rates his method with the one 
Weinstein uses in which he employs a glucose cannula, 
which absorbs, I believe he says, in about 11 days, and 
the tube is epithelized about the time that the cannula 
is absorbed. I believe he got that from the vascular 
surgeons who were doing an anastomosis of blood vessels 
with a glucose cannula. 


I also want to know if the Doctor has considered 
using silver wire instead of steel wire. Marion Sims 
used silver wire, and many persons have used it. We 
know that it is at least bacteriostatic. 

Diathermy I have used to some extent. Rubin 
and his associates with diathermy obtained 25 per cent 
of patent tubes that were otherwise closed to the opaque 
medium or the Rubin test. I do not recall ever having 
gotten a patency where the closure was in the uterine 
portion of the tube. I should like to know the Doctor’s 
experience there. 


Even thought only a small percentage is reclaimed 
by surgery, that little percentage is just that much 
salvage among people who otherwise would have no 
babies. 

In discussion of tubal surgery we have been told 
the number of abortions that followed; we have been 
told the number of ectopics; we have been told the 
number that require a cesarean; but I have yet to 
find a case reported where the patient died. I do 


not know why that is. Maybe it is luck, or maybe they 
just are not reported. 
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Few surgical procedures are requested by the patient 
with any more eagerness than operations for sterlity. 
Most operations for sterility are unjustified for the 
simple reason that the cases have not been worked up. 
A doctor thinks he is a pretty good gynecologist, and 
says, “I do not know what in thunder is the matter 
with this woman. I will go in and see.” That is 
a very unfortunate decision, as you will all admit. 


Dr. D’Ingianni (closing) —Iodized oil was used as the 
opaque medium. 

I have not used the glucose cannula, but I have 
talked to people who have. Their results look bad. The 
obstruction in any procedure usually occurs in the third 
or fourth week after surgery. If you remember reading 
back in the literature, there are reports of cases that 
became pregnant within the first four weeks of surgery 
but none thereafter, demonstrating that the tube became 
obstructed again. That is why I used a steel cannula, 
with the idea of leaving it in place for many months. 

Recently, some Swedish people have invented a 
salicylate type of cannula which remains in place until 
the patient is given some form of fever therapy. After 
the patient has become pregnant, they induce hyper- 
pyrexia, and the cannula is melted. Again, the objection 
is that only one pregnancy may ensue, because obstruc- 
tion invariably follows again. 

In answer to the question about silver wire, I found 
that silver wire was not of great enough caliber to 
maintain patency. Something larger had to be used. 
The reason for using steel instead of silver is that I have 
been interested in suture material, and I find that very 
little reaction follows the use of steel. Of course, there 
is much less of a reaction with tantalum, but tantalum 
could not be procured. Therefore I selected steel in pref- 
erence to silver because the tissue reaction is greater 
with silver than with steel. 

The second case you will remember was an individual 
who had a bilateral salpingectomy, in whom at this 
time an opening can be shown to exist between the 
uterus and the abdominal cavity. 

My reason for doing cesarean sections following the 
use of the cannula was twofold: first, I could not get 
anybody to assure me that these patients would go on 
and deliver without rupturing the uterus; second, I was 
very curious to see what my job looked like. There 
was very little evidence of scarring along the incision. 
In fact, the visiting doctors could not tell me which 
tube had been reimplanted. 

The question as to whether we do these procedures 
just to be doing them and before getting the patient 
properly worked up, can be answered this way; that 
almost invariably this procedure is done in conjunction 
with other surgery. After looking through the in- 
dividual’s abdomen, we found not only a cystic ovary 
or obstruction in the tubes, but we decided we could 
help this patient to become pregnant, and therefore the 
cannula was inserted. In only three or four of the 
seventeen cases that have been done up to date was 
the operation undertaken solely with the idea of 
relieving sterility. 
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BRAIN REPAIR* 
III. SOME PRACTICAL CHRONOLOGICAL ASPECTS 


By SamveEt P. Hicks, M.D. 
Washington, D. C. 


The time element in pathologic lesions is a 
matter of great practical importance to the gen- 
eral pathologist. The recognition of the age of 
a disease process is not only of academic interest 
but the determination of the relative duration 
of two or three different processes found at 
autopsy may be of considerable medico-legal 
importance. 

Reconstruction of the sequences of disease 
processes in the adult brain requires a knowledge 
of the reactions to injury in that organ and es- 
pecially how these reactions vary with different 
kinds of injuries. In review there are five axioms 





Fig. 1 
Infarction of brain, about one week old. Phagocytes 
(“‘gitter cells’) in a lesion in a 22-year-old man who 
had progressive thrombosis of the vein of Galen (x 400 
hematoxylin and eosin). 





*Read in Section on Pathology, Southern Medical Association, 
Forty-First Annual Meeting, Baltimore, Maryland, November 
24-26, 1947. 

*From the Department of Pathology, Georgetown University 
Medical Center, Washington, D. C. 
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of brain repair which are very useful to the 
pathologist. 

(1) Nerve cells have no capacity to regener- 
ate such as is exhibited by liver cells. Their 
loss is irreparable. 

(2) The brain contains much fatty substance. 
When injured the lipids excite a predominantly 
mononuclear phagocytic response from the brain 
histiocytes or microglia. 

(3) The brain proper has no connective tissue 
except the adventitia of its blood vessels. Fibro- 
vascular organization of injuries is therefore 
usually scant. Brain infarcts heal as cavitous 
defects, not as fibrous scars such as develop in 
the heart. 

(4) Gliosis, proliferation of fibrillary astro- 
cytes, is a late secondary response to injury. 
Astrocytes do not have the capacity to organize 
like fibrovascular tissue. 

(5) The brain, especially the vulnerable nerve 
cells and their myelinated fibers, is very suscep- 





Fig. 2 

Infarction of brain, 4 years old. Proliferation of 
fibrillary astrocytes, gliosis, at the margin of a cerebral 
cortical infarct in a 58-year-old man. The cystic part 
of the infarct is seen below the dense band of gliosis. It 
is mostly fluid with scant evidence of fibrovascular 
organization and a few persisting phagocytes. Compare 
with Fig. 3 (x 200 phosphotungstic hematoxylin). 
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tible to circulatory failure or anoxia. Selective 
destruction of nerve cells, or massive infarction, 
may occur in the absence of thrombosis. 

The cytologic sequence of events which fol- 
lows infarction of the brain serves to illustrate 
some of the principles of brain repair and may 
be considered before establishing a time-table 
for several different reaction patterns. In the 
early stages of infarction neurons may show 
changes within a few hours. These must always 
be distinguished from artefacts. Good criteria 
for irreversible damage are dissolution of the 
cell or accumulation of phagocytes within it. 
Destruction of myelin becomes visible in 24 to 
48 hours. Within two or three days mononuclear 
phagocytes begin to appear in the injured region, 
marking the acute phase of injury (Fig. 1). This 
stage of phagocytosis is maximal during the first 
week subsiding slowly thereafter. Polymorpho- 
nuclear leukocytes appear in and around vessel 
walls very early in infarction but are not other- 
wise conspicuous. Experiments by us’ on the 
brains of animals have shown that the enzymatic 
ability of these phagocytes to break down 


BRAIN /NFAKCTION 


SCHESIAT/C 





Fig. 3 
Infarction of brain, schematic. AST, astrocyts; MIC, 
microglia; NEUR, neuron; ART, artery (description in 
text). 
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phospholipids is poor. This is borne out in human in a lesion indicates a process whose duration is 
infarcts where fat laden phagocytes persist for one or two weeks, whereas the presence of fibril- 
months and years. Ingrowth of capillaries and lary astrocytes means the process is older than 
connective tissue into the infarct is scant and two weeks. The chronologic sequence of events 
there may be no evidence of connective tissue in infarction of the brain is shown schematically 
scarring in or around an old lesion. As the in Fig. 3. In the first part of the diagram the 
activity of the acute stage begins to subside an- normal cortical arterial supply is indicated. 
other secondary process develops, becoming con- Anatomically there are no end arteries in the 
spicuous about the third week. This is the brain, but functionally there are. The central 
proliferation of astrocytes, the matrix cells uf zones indicated by the dotted circles are func- 
the brain, around the edge of the infarct and _ tionally supplied by one artery, occlusion of 
the laying down of their fibers, gliosis (Fig. 2). which causes complete necrosis. The outer sec- 
The stimulus to gliosis in infarction is partial ondary zones have an overlapping blood supply. 
anoxia, but toxic and other metabolic injuries Occlusion of half of this double supply causes 
may cause it to develop in other lesions. That partial anoxia in the secondary zone with death 
it is not simply the result of liberation of certain of vulnerable neurons, but stimulation of the 
lipids has been shown by our experiments where less vulnerable astrocytes. Thus during the 
the introduction of sphyngomyelin, cholesterol, first week the acute stage of phagocytosis with 
lecithin, and natural brain lipids into the brains feeble fibrovascular organization is seen in the 
of animals failed to excite gliosis, whereas toxic central zone. About the third week the second- 
bacterial injury did. ary zone of astrocyte proliferation becomes con- 

The presence of necrosis and phagocytes only spicuous. The end result is a cyst with periph- 
eral gliosis. An infarct three months old appears 
similar to one three years old. 


The histologic response to infarction reveals 


“ 
. 





Fig. 4 
Brain abscess, 3 months old. Fibrous wall of abscess in Fig. 5 ; 
a 19-year-old marine who received a shrapnel wound of Brain abscess, 3 months old. Same as Fig. 4, but shows 
the cerebrum at Iwo Jima. Some mononuclear inflam- the secondary zone of gliosis outside the fibrous wall 


matory cells are present (x 400 hematoxylin and eosin). (x 400 phosphotungstic hematoxylin). 
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much about brain repair, but variations in path- 
ologic response occur depending on the nature, 
the severity, and the duration of the injury. In- 
farction is essentially the result of a single insult. 
A brain abscess on the other hand evokes the 
fundamental pattern of an infarct, but differs 
in two respects.! (1) The continuous bacterial 
insult to the blood vessels results in a granula- 
tion tissue response, and in a few weeks a thin 
fibrous connective tissue wall forms around the 
central zone of necrosis. (2) The bacteria attract 
numerous polymorphonuclear leukocytes. Figs. 
4 and 5 show fibrosis and gliosis at the edge of 
an abscess of three months duration which was 
caused by a shrapnel wound in a nineteen-year- 
old marine. 


In contrast to the severe injury associated 
with abscess, a milder reaction may be found 
following slight anoxia in circulatory failure. 
Under such circumstances a few cortical neurons 
or myelinated fibers may be destroyed with 
relatively no response from the matrix. Fig. 6 
shows phagocytosis of neurons resulting from 





Fig. 6 
Circulatory anoxia, 2 days old. Phagocytosis of neurons 
in the hippocampus of a 50-year-old man who developed 
coronary occlusion and survived about 2 days. This is a 
very common non-specific finding in autopsies of people 
who have had terminal anoxia, as in heart failure and 
bronchopneumonia (x 400 hematoxylin and eosin). 
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terminal circulatory failure. Usually anoxia, 
hypoglycemia and other metabolic or toxic in- 
juries produce more severe changes. Not only 
are vulnerable neurons and myelinated fibers 
destroyed early but scattered fibrillary astro- 
cytes appear later in the injured zone. Fig. 7 
shows acute focal perivascular demyelinization 
in uremia, while Fig. 8 illustrates diffuse gliosis 
resulting from prolonged insulin hypoglycemia. 
Morphologically the scattered astrocytes shown 
seem to be much more useful to the pathologist 
than they are to the brain for they are distinct 
evidence to him that a previous insult has oc- 
curred. In their absence it may sometimes be 
impossible to determine that a few neurons and 
fibers have been destroyed. 

Still another variation in response is im- 
portant. A wound which penetrates the skull, 
dura and brain introduces connective tissue from 
the dura into the wound track from which a very 
serious dural-cerebral connective tissue scar may 
develop.* A similar scar may result from re- 
peated operations upon the brain as shown in 





Fig. 7 
Perivascular demyelinization, about 2 days old. A 58- 
year-old woman with terminal uremia and advanced 
tuberculosis. The lesions may be ascribed to terminal 
anoxia or to “‘toxic’’ changes. Phagocytes have not be- 
come evident in the lesions (x 100 phosphotungstic hema- 
toxylin). 
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TIME-TABLE OF BRAIN REPAIR 
Infarct Abscess Metabolic Surgical Needle Traumatic Puncture 
(Necrosis) (Necrosis, Infection) (Selective Injury) ture (Maximal Trauma) 


unc 
(Minimal Trauma) 





Similar to infarct, but 
leukocytic and fibro- 
vascular response are 
vigorous 


Scant phagocytosis. 
No  fibrovascular 
organization 


Minimal phagocytosis 
and fibrovascular 
response 


Maximal phagocytosis, 
and fibrovascular or- 
ganization from dura 
and vessels 





Peripheral gliosis 


Diffuse gliosis 


Virtually no gliosis 


Peripheral gliosis 





Phagocytosis. Scant 
First week fibrovascular 
response 
Third week Peripheral gliosis 
End result Cyst with scant or- 


ganization. . 
Peripheral gliosis 


Central abscess sur- 
rounded by fibrous 
wall and gliosis. 

(Progresses or heals) 


Loss of neurons, dif- 


fuse gliosis 


Scant defect, minimal 
scar 


Dural-cerebral scar 
and gliosis 








Table 1 








Fig. 8 

Diffuse metabolic gliosis, about 10 weeks old. A 38- 
year-old alcoholic diabetic became comatose following a 
bout of alcoholism and an overdose of insulin. She sur- 
vived in a vegetative state for about ten weeks. The 
section shows proliferation of fibrillary astrocytes with 
loss of neurons in the cortex of the cingular gyrus (x 200 
phosphotungstic hematoxylin). 


Fig. 9. Gliosis around the track also occurs as a 
result of local tissue anoxia. Compare this with 
the relatively innocuous wound made by the 
neurosurgeon’s exploratory needle. No connec- 
tive tissue is carried in from the dura and there 
is minimal damage to brain tissue and vessels. 
The leptomeninges contribute almost no con- 
nective tissue to reparative reactions in the brain. 


Fig. 9 
Dural-brain scar, about 3 years old. The patient was 40 
years old and had three operations over a period of 3 
years for a cerebral astrocytoma which underwent change 
to glioblastoma. The dura may be seen adherent to the 
underlying distorted brain. 


Healing occurs as a small defect with almost no 
fibrosis or gliosis. 

The various patterns of injury discussed above 
are summarized in time-table form, shown in 
Table 1. 
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DISCUSSION (Abstract) 


Dr. George Margolis, Durham, N. C.—In approach- 
ing the problem of brain repair from a background of 
general pathology one is at once struck by certain 
deficiencies, aside from the total inability of the paren- 
chymal cells of the central nervous system to regenerate, 
in the cells contributing to this process. The microglia 
are extremely indolent scavenger cells, remaining, along 
with products of brain breakdown and of hemorrhage, 
for incred:bly long pericds in destructive lesions of the 
brain. Your own work has demonstrated the insignifi- 
cant role of their phospholipid splitting enzymes in brain 
repair. 

The “brain cysts” you describe account for the term 
liquefactive necrosis in textbooks of pathology. When 
one considers the pathogenesis of this lesion it is evident 
that it is not dependent upon a peculiar, different type 
of necrosis which the brain undergoes, but that it follows 
upon the inability of the astrocyte to invade and par- 
ticipate in the organization of defects left by death of 
brain tissue. 

It was interesting to look at your sections showing 
the effects of anoxia of heart failure on the brain. I 
must point out that the physiologic mechanisms of the 
body seem to protect the brain extremely well from 
that type of anoxia. This is at once evident upon com- 
paring the degree of cell death in the brain and liver 
in chronic cardiac decompensation. The brain, highly 
susceptible to anoxia, may present but few changes 
compared to the liver, which is much more resistant 
to anoxia per se. 


Your consideration of partial anoxia as a. corollary 
and precursor of astrocytic gliosis is also of interest. If 
this concept holds, then the replacement gliosis which 
follows myelin degeneration in many degenerative dis- 
eases of the nervous system requires explanation. The 
possibility of a toxic factor is always to be considered, 
and in some diseases a functional or structural deficiency 
in circulation may play a larger role than is suspected. 


Dr. Hicks (closing)—The question regarding the 
source of brain phagocytes, especially in relation to 
microglia, has long been a controversial one. Dunning 
and Furth at Cornell recently showed that reticulo- 
endothelial cells in the liver and the microglia of the 
brain have many functional and morphologic charac- 
teristics in common. However, many observers believe 
that the oligodendria may also be a source of phago- 
cytes. I do not know the true source of these phago- 
cytes, but work presently being done in several lab- 
oratories may throw some light on the matter. The 
work of Warren and Ashworth (1945) on adendroglia is 
particularly interesting. 
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CHRONIC INTESTINAL 
INTUSSUSCEPTION 
IN THE ADULT* 


By J. W. Snyper, M.D. 
Miami, Florida 


Intussusception consists in the telescoping or 
invaginating of one part of the intestinal tract 
into another. The process is most often direct 
with the upper segment passing into the lower, 
although due to reverse peristalsis it may be 
the reverse, or even a combination of both 
processes in the same individual. With a freely 
mobile segment of bowel the invagination may 
be compounded with multiple layers of bowel 
involved in the tumor mass. Coleman? reports 
such a case with invagination of the jejunum and 
ileum over a distance of six feet, in ten inches 
of which the resected specimen consisted of nine 
layers of small intestine. In other words the 
intussusception was compounded four times. 


Any freely mobile segment of bowel may be 
the starting point and so invagination has been 
encountered from the stomach to the rectum. 
Peculiarly enough, intussusception of the 
stomach into itself or into the duodenum is not 
unknown. We are just beginning to recognize 
blockage of the pyloric ring by a partial intus- 
susception of the gastric mucosa, which acts as 
a plug producing pyloric obstruction. However, 
the great majority of intussusceptions occur in 
the ileocecal region where failure of proper peri- 
toneal fusion has resulted in a freely mobile 
segment consisting of cecum, ascending colon 
and ileum, all conducive to invagination. Many 
theories have been advanced to explain the 
cause of intussusception. Spontaneous invagina- 
tion is best explained by postulating some ab- 
normality of muscular rhythm due to faulty 
innervation or abnormal stimulation. The pres- 
ence of a tumor, particularly a pedunculated one 
in the lumen of the bowel is an evident factor 
in the production of many cases. Malignant 
tumors as a rule do not readily produce intus- 
susception since the rigidity of the infiltrating 
growth tends to resist invagination. However, 
with sufficient mobility of the colon, invagina- 
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Forty-First 
24-26, 1947 


Annual Meeting, 











Vol. 41 No. 7 


tion may occur. Intussusception is predomin- 
antly an affliction of infancy and childhood. 
Ladd and Gross‘ report that 87 per cent of their 
cases occurred under two years of age; Mavo 
and Phillips® report 80 per cent; Perrin and 
Lindsay,’ 78.5 per cent. 

In infancy a definite cause can seldom be 
found for the production of the intussusception. 
Ladd and Gross, in a series of 484 patients, 
demonstrated the etiological agent as Meckel’s 
diverticulum in seventeen, intestinal polyp in 
four, duplication in one and lymphoma in one, 
or a total of 5 per cent of the entire group. 
“In the remaining 461 individuals no definite 
cause could be found for the intussusception.” 


All intussusceptions of infancy and childhood 
constitute real emergencies. They must be dealt 
with promptly, and at best either surgical or non- 
surgical measures for correction of the ab- 
normality carry a very high mortality. Such 
high mortality has fortunately decreased from 
an early 80 per cent to a more recent 11 per 
cent as reported by Hipsley and 14 per cent as 
reported by Ladd and Gross. 


In contrast to the above we wish to confine 
our discussion to intussusception as it occurs 
in the adult. Here we find a very different situa- 
tion. Seldom is the picture one of an acute 
emergency but rather that of an indefinite ab- 
dominal discomfort and illness extending over a 
considerable period of time. In 122 such cases 
collected by Goodall’ (1910) from the litera- 
ture, the condition had existed for more than six 
months in thirty-two patients and for more than 
one year in eleven. 


Intussusception of infancy is usually idio- 
pathic, and while that found in the adult may 
also be idiopathic in origin, it is more often as- 
sociated with some form of tumor, diverticulum 
or ulcer. Wangensteen® places the percentage of 
the latter etiology at 70 in adult cases. Chris- 
topher! collected fifty-nine cases of adult in- 
tussusception in a twenty-five-year period, of 
which forty-three were due to benign tumor and 
sixteen to malignant tumors. He also stated 
that “twenty-five cases of intussusception ‘n 
adults have been reported in which no tumor 
was found, or at least described.”” He added one 
more case to this group and one to the tumor 
group. Martin and Love’ report an instance of 
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intussusception following injury and found four 
other similar cases recorded. 


In many cases the condition is devoid of 
symptoms, particularly if the tumor is small and 
the invagination non-obstructive. Larger tumors 
are more apt to be obstructive and productive of 
symptoms. The condition may be fully obstruc- 
tive at some stage of the development and all 
the symptoms become so acute as to demand 
prompt attention. As a rule, in the chronic case 
the patient complains of vague abdominal pains, 
intermittent or continuous, with or without 
localized soreness, and of the presence of a pal- 
pable mass. It may be mistaken for other intra- 
abdominal disorders, such as perforating ulcer, 
cholecystitis or appendicitis. Constipation is 
a prominent symptom, often alternating with 
diarrhea. A bloody stool most certainly points 
toward bowel involvement. (Mucus, blood and 
pus are the triumvirate most prominent in all 
bowel pathology.) The abdomen is not distended 
until or unless obstruction becomes a pronounced 
feature; then nausea and vomiting enter the 
picture. 





Fig. 1 
Intussusception in the splenic area of the colon nine 
months before the first operation. 
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In the adult, however, the symptoms tend to 
be vague with signs of mild recurrent obstruc- 
tion associated with symptoms of the prime 
causative factor. Abdominal colic appears, es- 
pecially after meals, with slight nausea and with 
relief after the passing of gas or a stool. 


Examination of the abdomen may disclose 
local tenderness and spasticity, either with or 
without a palpable tumor mass. If the abdomen 
is palpated during a colicky recurrence of pain, 
a peristaltic tumor may be found which disap- 
pears with the subsidence of the pain. Auscul- 
tation may reveal exaggerated peristaltic sounds. 
Rectal and proctoscopic examinations should 
not be overlooked since the diagnosis is often 
based on such findings alone. Final conclusions 
are often reached by employing the x-ray. The 
diagnosis can often be made by a flat plate of 
the abdomen alone, but the colon ray employing 
only a barium enema should be conclusive. 
Barium by mouth may be needed to demonstrate 
small bowel intussusception, but in the presence 
of obstruction its use is always fraught with 
danger. 


Treatment is entirely surgical. It cannot be 





Fig. 2 
Intussusception in the rectal area at the time of the 


first operation. 


SOUTHERN MEDICAL JOURNAL 





July 1948 


denied that Hipsley, as well as others, have 
secured amazing results by hydrostatic reduction 
of infantile intussusception by means of the 
enema under moderate pressure. However, in 
the adult chronic type now under discussion, 
surgery is the only modality to be considered. 


The type of operation should fit the condi- 
tion encountered. Simple milking back of the 
invagination without traction seems the method 
of choice, after which various other procedures 
may be attempted. If a tumor is present resec- 
tion is, of course, indicated. However, unless 
the bowel and patient are both in relatively good 
condition resection had better be postponed after 
reduction of the intussusception until a later 
date. The prevention of a recurrence may in the 
ileocolic type be attempted by anchoring the 
ascending colon to the posterior or lateral peri- 
toneal surface and suturing the ileum or its 
mesentery to the colon or posterior peritoneum, 
thus attempting to fix the too mobile ascending 
colon. Unfortunately this does not always suc- 
ceed in preventing a recurrence and it may be 
unwise, particularly in the infant. Certainly 
more radical measures, such as appendectomy or 
appendicostomy, are not indicated. 

If the intussusception is irreducible, a most 
serious situation exists. In a few cases resection 
and direct anastomosis will succeed. In others 
lateral anastomosis around the obstruction may 
be tried in the hope that the intussuscipiens will 
slough out and the intestinal continuity be estab- 
lished by natural processes. 


There is some evidence that an irreducible in- 
tussusception can be left in the abdomen with 
some degree of safety provided the immediate 
obstruction is relieved by a short circuiting 
anastomosis or a colostomy. By adopting this 
procedure the surgeon may shunt an acutely ill 
patient around the danger of a resection in the 
presence of acute obstruction. 


Probably the best procedure, if the intussus- 
ception can be mobilized, is some sort of ex- 
teriorization of the mass, or a graded resection 
of the Lahey type. Two other procedures of 
doubtful value may be mentioned. (1) Occasion- 
ally the neck of the invagination is so tight that 
a dorsal slit as for phimosis can be made 
through the outer mesenteric side of the bowel 
with release of the intussusception after which 
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the slit is closed by suture. (2) The Jesset op- 
eration consists of an incision through the in- 
tussuscipiens and from within its lumen amputat- 
ing the intussusceptum as high as possible. The 
stump is then sutured and the incision in the 
bowel closed. 


Peritoneal soiling will be difficult to avoid in 
each of the above procedures and a high mor- 
tality must be expected. 


The following case is presented to illustrate 
some of the problems and difficulties encountered 
in the diagnosis and treatment of intussusception 
in the adult: 


Mr. C. F. was first seen May 9, 1945. His family 
history was negative. He had malaria 1914-15. There 
had been no surgery. Two years before 1945 he began 
to complain of loose stools and abdominal cramps. This 
was diagnosed elsewhere as food poisoning and he was 
treated by castor oil, with temporary relief. During 
the next three months the attacks of abdominal cramps 
became more frequent and severe. The diagnosis at 
that time was gallstones. By October, 1943, the stools 
were liquid, heavy with mucus, occasional blood, and 
the cramps were more severe with pain centered in the 
lower left abdomen. The diagnosis at that time was 
intestinal influenza. The condition continued unchanged, 
with a temperature at times of 102.° Definite abdominal 
distention appeared at this time. Stool examinations and 
a complete gastro-intestinal x-ray study were reported 
as negative. He obtained some relief from sulfaguanidine 
but within a month was back in bed with the same symp- 
toms. The diagnosis at that time was spastic colon. The 
condition became steadily worse with a temperature as 
high as 103.° A specialist diagnosed the condition as 
bacillary dysentery, and a stool culture the following 
day bore out this diagnosis. Under sulfasuxidine and 
emetine the patient improved and with a very light 
diet he progressed to a marked degree. At this time he 
came to Florida to see if the climate would benefit his 
health. In the course of three or four months, however, 
the old condition recurred, with the vomiting of all 
foods taken. Hospitalization, with retention enemas, 
finally relieved the obstruction and his fever disappeared. 
From that time on he was able to work at irregular 
intervals but with frequent bouts of diarrhea and ab- 
dominal colic. His diet at all times was liquid to light 
soft so that altogether there was a weight loss of thirty 
pounds from normal. Finally he had a colon ray made 
with a diagnosis of carcinoma of the splenic flexure. 

It was not until nine months later that he came to us 
for surgical advice. As we review the films taken in 
August of 1944 an intussusception was very evidently 
present at that time, with the head at the splenic flexure. 

When first seen his main complaint was an inability 
to eat because of spasmodic abdominal pain, with a 
bloody rectal discharge and frequent vomiting. 


Examination disclosed an emaciated adult, 61 years of 


age, 5 ft. 8% inches tall and weighing 115 pounds. 
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Dental sepsis was present, the heart and lungs were 
normal, blood pressure 120 systolic and 85 diastolic. 
The abdomen was thin, with a palpable tumor on the 
left, felt only with a peristalsis, which disappeared as 
relaxation occurred. The rectal sphincter was relaxed, 
with a soft smooth surface tumor distending the rectum, 
which had the feeling of an intussusception and a doubt- 
fully irregular area on one margin which suggested car- 
cinoma. A proctoscopic report confirmed the diagnosis 
of intussusception and also the presence of a tumor at 
the mouth of the intussusceptum. A barium enema was 
reported as showing a “very probable intussusception at 
the recto-sigmoid junction, with complete obstruction, 
and a very probable advanced carcinoma of the splenic 
flexure of the colon, probably inoperable.” 

He was admitted to the hospital and prepared by 
intravenous fluids and medication for surgery. A leit 
rectus incision disclosed an intussusception, as expected, 
but of the ileocolic type rather than of the recto-sigmoid 
alone. The entire colon was compressed into a mass 
lying in the left abdomen and pelvis. An attempt was 
made to milk back the invagination but with no success. 
Finally, by pressure from the outside upward through 
the rectum, the mass was forced backward and the 
intussusception began to unroll. Once started it was 
not too difficult to complete the reduction of the in- 
vagination with the freeing of the entire colon and 
ileum. The bowel was markedly changed because of the 
intussusception, which evidently was of long duration. 
Considerable trauma was also imposed during the re- 
duction, and the vitality of the colon was at least under 





Fig. 3 
Intussusception in the splenic area of the colon at the 


time of the second  peration. 
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suspicion. The cecum was thickened and edematous. 
No tumor could be palpated at any point along the 
colon. The ascending colon and ileum were very mobile 
and to correct this the cecum and ascending colon were 
lightly sutured to the parietal peritoneum. The patient 
finished the operation in considerable shock but was 
given a fair chance of recovery. 

Fortunately his convalescence, although stormy, re- 
sulted in what appeared to be full recovery, with normal 
stools and weight regained. 


One year later, however, he returned with the story 
of a watery diarrhea of three weeks duration and no 
pain. A barium enema at that time disclosed a “mod- 
erately spastic colon with no evidence of residual or new 
malignancy and no evidence of intussusception or ob- 
struction.” The diarrhea continued, off and on, for a 
period of several months and then cleared entirely for 
a five months period, only to return with increased 
symptoms. A barium enema at this time revealed re- 
currence of the intussusception nearly to the splenic 
flexure, and the presence of multiple polyps in the 
proximal colon. 


He was admitted to the hospital and on April 29, 
1947, the abdomen was again explored, this time 
through a right rectus incision. There were multiple 
adhesions in the abdomen. These were gradually freed. 
The intussusception was followed to its tip in the splenic 
area, and by pressure over the end of the tumor mass 
it was gradually freed and milked backward toward 
the right side of the abdomen. Finally a very mobile 
cecum and ascending colon were evolved from this 
tumor mass. The circulation was fairly well intact and 
bowel vitality seemed quite normal. On palpating the 
ascending colon a pedunculated tumor could be felt, 
together with a thickening of the cecum. For this 
reason it was decided to resect the ascending colon 
and part of the transverse colon. The mesentery was 
divided and ligated to slightly beyond the hepatic 
flexure. The rent in the mesentery was then closed by 
suture and the ileum approximated side to side to the 
transverse colon and secured by superficial sutures. 
The bowel was then clamped across and the abdominal 
wall closed, leaving the clamp and bowel outside. After 
dressing the wound the exteriorized bowel was removed 
by cautery. The clamp on the ileum was opened the 
following morning. 


Convalescence, although again stormy, proceeded 
normally. The spur was crushed in due time and two 
months later the persisting colostomy was closed. Since 
then his health has been excellent and he considers him- 
self well on the road to full recovery. 

The pathological report on the specimen was as 
follows: 


Gross.—Specimen consists of approximately 2! inches 
of terminal ileum and about 13 inches of cecum and 
ascending colon. The ileum is grossly normal, shows 
only a slight thickening of its wall at the ileocecal valve. 
In the cecum adjacent to the opening of the ileum is a 
large tumor mass measuring 8.5 x 9 cm. in diameter and 
approximately 4.5 cm. in depth. This round mushroom 
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tumor mass has a broad base, is very firm and has a 
heaped up granular cauliflower, brownish mucosal pat- 
tern. On one border of this tumor there is a crease 
which represents the channel of continuation of the 
ileum opening into the cecum at the edge of the tumor. 
Further up, approximately eight inches on the wall of 
the ascending colon may be seen two polyps with a 
narrow base presenting a typical reddish cauliflower 
aspect. On section the latter presents a thin pedicle 
and a grayish white center of the polypoid mass. The 
large tumor in the cecum on section presents a firm 
grayish white medullary aspect which is densely adherent 
to the covering serosa and contains many cysts all of 
which are approximately 1 to 1.5 cm. in diameter and 
which contain a semi-solid gelatinous material. 


Microscopic——Sections taken from the big tumor show 
a polypoid formation, the single glands of which are 
covered by several layers of cells offering sausage-like 
nuclei and it can be noticed how these glands gradually 
infiltrate the wall of the cecum. They assume more 
and more secretion until they have finally changed into 
mucoid cyst-like cavities. Nowhere, however, is the 
serosa reached. This is an infiltrating carcinoma, rather 
mature, with mucinous degeneration. Sections from the 
middle polyp show a polypoid formation covered with 
glands of character similar to that described in the 
big tumor, with very early infiltration in several points. 
Sections from the small polyp show a similar picture and 
it has to be considered as a borderline case. 


The diagnosis is polyposis of the cecum and ascending 
colon with superimposed adenocarcinomata and no 
glandular involvement. 


SUMMARY 


As we regard this case in retrospect, the 
diagnosis seems simple and evident from the 
beginning; then why the confusion? The 
previous consultants were all careful men, and 
the patient was repeatedly examined. Evidently 
the symptoms were not striking enough at any 
time to arouse a suspicion of the presence of this 
relatively rare condition, and furthermore in 
the early history the intussusception was evi- 
dently intermittent in character, with either re- 
lief of obstruction or spontaneous reduction of 
the invagination at intervals, with subsidence of 
all symptoms. It will be recalled that at one 
time a gastro-intestinal x-ray study was reported 
as entirely negative. 


We may also question why the bowel was not 
resected at the time of the first operation. Un- 
doutedly it should have been done, but at that 
time the patient was in considerable shock from 
the reduction, the bowel looked badly trauma- 
tized, and finally palpation of the bowel dis- 
closed only a thickened cecum which was 
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thought to be part of the edema and ecchymoses 
shown over the entire colon. For that reason 
the abdomen was closed without doing a resec- 
tion. 


Finally, I hope we have shown that although 
the condition presents a highly interesting prob- 
lem, its solution is beset with pitfalls, with many 
errors both of commission and omission. 
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DISCUSSION (Abstract) 


Dr. Paul G. Gamble, Greenville, Miss—Intussuscep- 
tion is usually an affliction of infancy and early child- 
hood, 75 per cent of the cases occurring in individuals 
under two years of age. The disorder is very uncommon 
in adults and is usually chronic, but it may afflict an 
individual of any age. The intussusception of infancy is 
usually idopathic in origin. 

In adults about 70 per cent of the cases are associated 
with the presence of a tumor, diverticulum, or ulcer, 
or cases have been reported following trauma; other 
cases have been reported involving gastric and intestinal 
anastomosis. There are still others reported of primary 
intussusception of the appendix. I have recently seen 
a case of this type in which the appendix had become 
invaginated and formed an abscess the size of a small 
lemon in the lumen of the cecum. This patient gave a 
typical history of symptoms of acute appendicitis. 


Christopher stated in 1936 that since Elliot’s paper 
in 1911, forty-three cases of adult intussusception were 
reported due to benign tumors and sixteen cases due to 
malignant tumors. They were of the following variety: 
of the benign group there were eleven lipomas, nine 
adenomas, nine fibromas, five polyps, two papillomas, 
two myxomas, and one carcinoid. Of the malignant 
group there were ten carcinomas and six sarcomas. 
Christopher also reported twenty-five cases in adults 
in whom no tumor was found. 


The intussusception may be at any point between the 
stomach and rectum. As tumors are more common in 
the large bowel, it is not surprising to find that the 
large bowel is more often the site of involvement in 
adults than any other part of the gastro-intestinal tract. 
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The symptoms of intussusception are a sudden onset 
with acute abdominal pain, nausea, vomiting, blood and 
mucus in the stool, a palpable mass. Early diagnosis is 
imperative, and prompt treatment is a prerequisite to 
success. 

Occasionally a case may recover spontaneously by 
self-reduction or by sloughing the gangrenous segment 
and establishing an anastomosis. 


I have seen one case. A boy was brought into the 
hospital with an intestinal obstruction. All that was 
done was an enterostomy. Six days after the operation 
a gangrenous part of the bowel slipped through. The 
tube was removed, and the patient made an uneventful 
recovery. He was given all kinds of stimulants follow- 
ing the operation, but I believe that he had a self- 
amputated bowel and recovered for that reason. 

Reduction may be accomplished by extra-abdominal 
manipulation and enemas and intra-abdominal manip- 
ulation. The procedure employed in manual reduction 
is manual pressure over the apex of the intussuscep- 
tion and light traction on the proximal free bowel, 
extreme care being taken not to tear the bowel, which 
is very friable due to the inflammatory reaction. 


Management of irreducible intussusception depends 
upon the individual case. Occasionally the neck of the 
invagination may be incised, just as one performs a 
dorsal split for phimosis. This may release the incar- 
cerated segment, which may then be drawn out. The 
incision is made on the antimesenteric side of the 
bowel and, following reduction, the incision is closed. 
All precautions must be taken to prevent soiling the 
peritoneal cavity. The precautions may include a 
Jesset operation, resection of the bowel, and anastomosis 
of the bowel above and below the intussusception. Early 
diagnosis and prompt treatment are essential for good 
results. 





THE MANAGEMENT OF LYE BURNS 
OF THE ESOPHAGUS* 


By Grvpert E. FisHer, M.D. 
and 
James J. Hicks, M.D. 
Birmingham, Alabama 


For years the management of severe, acute 
burns of the oral and esophageal mucosa has 
been a problem which has met with indifferent 
success. These unfortunate patients elicit the 
sincere sympathy of all those entrusted with 
their care. 


*Read in Section on Ophthalmology and Otolaryngology, South- 
ern Medical Association, Forty-First Annual Meeting, Baltimore, 
Maryland, November 24-26, 1947. 

*From the Department of Otolaryngology and Bronchoscopy, 
Medical College of Alabama. 
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The ingestion of lye causes burns of the oral 
and esophageal mucosa of varying intensity. 
When the ingested lye is quickly expectorated a 
burn of the lips and oral mucosa may be all 
that results. However, when this caustic is 
swallowed, a burn of the entire esophageal, and 
portions of the gastric mucosa, may take place. 
It is in this latter group that burns of marked 
intensity cause prolonged morbidity and elicit 
our most observant care. 


After using several methods of treatment 
in acute burns of this nature, we have settled 
upon what we believe is the best treatment 
offered at the present time and have treated 
thirty-four patients during the past year. Im- 
mediately after a patient, who has accidentally 
or intentionally swallowed lye, presents himself 
in the emergency room, the patient is given a 
mouthwash with a weak solution of acetic acid 
and is also asked to swallow a small amount of 
it. This is followed by a mouth wash and the 
swallowing of a mild, bland oil. We then insert 
a nasal tube into the stomach and the stomach 
is washed thoroughly with dilute acetic acid and 
water. A bland oil is then instilled through the 
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Fig. 1, Case 2 
Showing nasal feeding tube in place. 
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nasal tube into the stomach. The tube is left 
in place for three days, so that a high caloric, 
high vitamin diet may be given. On the fourth 
day the patient is esophagoscoped to determine 
the extent of the damage produced in the esoph- 
ageal mucosa. If only small areas of the esoph- 
agus are burned the patient is started on daily 
dilatations of the esophagus using a rubber 
mercury filled bougie. The size of the bougie 
depends upon the size and age of the patient. 
If the patient is a child, a size 22 F. to a size 
26 F. is used. If an adult, a size 40 F. is used. 
After ten or twelve dilatations these patients 
usually need no further treatment. 


In those who receive burns at varying levels 
in the esophagus, where the entire circumference 
of the mucosa is involved, daily dilatations are 
begun using the E. N. Broyles esophageal dila- 
tor, as tolerated. The olive shaped metal dilators 
vary in size from 12 F. up to size 32 F. 


If the dilatation can be carried out success- 
fully at the beginning, the patient is placed on 
a liquid or semisolid diet at once. A very large 
percentage of these patients can be cared for 
successfully in this manner if the dilatation can 
be done daily. It is of paramount importance 
that these patients be seen daily for at least two 
weeks to make sure that they are getting ade- 
quate caloric and fluid intake, and that swallow- 
ing is unimpaired. Any secondary infection 





Fig. 2, 
Anterior posterior view showing nasal feeding tube in 
place. Lung field essentially clear. 


Case 2 
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which might develop must be treated chemo- 
therapeutically. 

Our greatest difficulty arises in those patients 
who are not seen in the clinic until several days 
after the lye burn has occurred. These in- 
dividuais usually present a most pathetic pic- 
ture. They may have been unable to swallow 
any soft or liquid food following the accident 
and are usually markedly dehydrated, tempera- 
ture is elevated, and they complain of varying 
degrees of pain on swallowing. Esophagoscopy 
must then be carried out at once to try to de- 
termine the exact extent of mucosal damage. If 
the burn is of severe intensity, and located in the 
hypopharynx and upper one-third of the esoph- 
agus, they may be exceedingly difficult to dilate. 
This is especially true if the patient is a small 
child. The constriction of the burned area may 
be so intense that only the small flexible tip of 
the Broyles dilator will pass through the burned 
area. Such a patient will have to be dilated 
daily or every other day, always endeavoring to 
pass the largest possible dilator without stretch- 
ing the burned area more than it will tolerate. 
We have seen patients who could be dilated 
easily and successfully from size 14 F. to 16 F. 
and up to 24 F. in a few days. This size dilata- 
tion can then be maintained only by frequent 
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repetition of the dilatation over a month. Then, 
and only then, can one safely diminish the time 
interval of dilatations to twice weekly. This 
procedure can then be carried out at weekly in- 
tervals for an indefinite period of time. 


It is at this stage of the patient’s care that 
we are frequently handicapped and _ given 
great concern. In Alabama, where many lye 
burn cases occur in Negro children from rural 
areas, it is most difficult to get the parents to see 
the absolute necessity of returning to the clinic 
each week or ten days for repeated dilatations. 
We have frequently dilated a severe burn suc- 
cessfully, while the child was in the hospital 
under daily observation, only to have the 
parents take the child home and not return for a 
month. At this time the child will return with 
a marked constriction of the burned area and 
in some cases with the burned area completely 
stenotic. It is then necessary to perform a 
gastrostomy and treat the patient for dehydra- 
tion and emaciation. Following this, when the 
patient has been restored to such a condition as 
to be considered a good surgical risk, it has been 
found necessary, in some cases, to perform an 
intrathoracic esophagogastrostomy and elevate 
the stomach above the stenotic area. 


In those individuals who can be dilated and 





Case 2 


Fig. 3, 
Upon return to the hospital an area of pneumonitis, 
right upper chest, can be seen caused by aspirated food. 


Fig. 4, Case 2 
Right upper lung field has cleared on bronchoscopy 
aspiration and chemotherapy. 
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kept under observation, the partially stenotic 
esophagus can be easily cared for by merely 
dilating it quickly and painlessly at weekly or 
biweekly intervals. If the esophagus can be 
dilated satisfactorily to a point where the pa- 
tient can take a nourishing soft or semisolid diet, 
no further difficulty need be encountered if it 
is dilated regularly. The exception, however, 
occurs during a period when the patient develops 
an acute upper respiratory infection, acute ton- 
sillitis, or pharyngitis. At these intervals one 
invariably must use smaller dilators to keep the 
esophageal lumen patent as it seems that during 
such infections the lumen diminishes in size, 
possibly due to edema or hyperemia of the 
esophageal mucosa. A complication arises oc- 
casionally where a foreign body of food nature, 
larger than the stenosed area, lodges above the 
stricture. When this occurs esophagoscopy and 
removal of the foreign body must be carried out. 
This program of treatment presents a real social 
and economic problem; as the patient who lives 
in a rural area, many miles from a medical 
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center, where regular dilatations are carried out, 
will of necessity have to leave his home and seek 
employment near one who is able to carry out 
his dilatations. 


The following case reports are given in an 
endeavor to bring out a few of the salient points 
in the treatment and complications which may 
arise. 


The first case we wish to report demonstrates 
the individual with a lye stricture at the junction 
of the middle and lower one-third of the esoph- 
agus who has no difficulty with a soft, high 
caloric, high vitamin diet when dilated at regular 
intervals. 


Mrs. L. M., a white woman, age 22, was first seen 
October 22, 1940, complaining of* difficulty in swallow- 
ing. She had swallowed lye five years previously and 
had been living on feeding through a gastrostomy tube 
during that time. Esophagoscopy revealed a marked 
stricture at the junction of the middle and lower one- 
third of the esophagus. The tiny flexible tip of the 
Broyles dilator was passed through the strictured area, 
and she was first dilated with a size 12 F. metal olive 
tip. The dilatations were then carried out twice weekly 
for three months, gradually increasing the size of the 
dilator up to a size 32 F. at which time the gastrostomy 





Fig. 5, Case 3 
Anterior posterior view of esophageal speculum in_ place 
and tiny dilator at point of stricture. Dilator would not 
enter strictured area. 


Fig. 6, Case 3 
Anterior posterior view of retrograde esophagoscopy 
through the gastrostomy showing the lower point of 
stricture. 
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was closed. She was then dilated every two weeks for 
the next five years, during which time she had no 
difficulty in swallowing a semisolid diet. She was last 
seen April 3, 1945, in good health, at which time she 
moved away from Alabama. 

The second case illustrates the complication of 
a lye burn of the oral mucosa at the esophageal 
orifice which was not severe enough to obstruct 
the lumen completely but did in some way in- 
hibit swallowing so that liquids overflowed into 
the larynx at each feeding. 

F. J., a white girl, age 22 months, was first seen on 
February 12, 1947, three days after having accidentally 
swallowed some lye. An esophageal speculum was in- 
troduced and a circular burn of the mucosa at the 
esophageal orifice was noted. A 26 F. mercury filled 
rubber dilator was easily passed through this area into 
the esophagus. The child was kept under observation 
and dilated daily for four days. She could swallow her 
formula without any difficulty except for occasional 
bouts of coughing. She was discharged and sent home 
to be under observation of her local physician. She was 
re-admitted to the hospital on July 22, 1947, at which 
time x-rays revealed clouding of the upper half of the 
right lung field. The family said that every time she 
tried to swallow her formula she would “strangle and 
cough.” Breath sounds over the upper half of the right 
lung field were diminished and the temperature was 





Fig. 7, Case 3 
Lateral view retrograde esophagoscopy through gas- 
trostomy showing point of stricture, 








FISHER AND HICKS: LYE BURNS OF ESOPHAGUS 





595 


elevated, as was the white blood cell count. Bron- 
choscopy revealed a mucopurulent discharge in the right 
main bronchus which was removed by aspiration. A 26 
F. dilator could be passed easily through the esophagus. 
She was treated for twelve days chemotherapeutically 
and the pneumonitis resolved as demonstrated by x-ray, 
and breath sounds returned to normal. No tracheo- 
esophageal fistula could be demonstrated on esophagos- 
copy or bronchoscopy nor could it be demonstrated with 
iodized oil. This patient left the hospital free of tem- 
perature and with the right lung clear as seen by x-ray. 

The third case illustrates the complication of 
having such a severe burn of the esophageal 
mucosa, over such a wide area, that dilatations 
could not be carried out at all. Had we seen this 
patient very shortly after the accident we feel 
that this complication could have been averted. 

L. R., a colored boy, age 3 years, swallowed lye ac- 
cidentally six months prior to admission. He had been 
able to swallow soft food shortly after the accident, 
but gradually had greater and greater difficulty until, 
a few days prior to admission, he was unable to swallow 
liquids. This boy was severely dehydrated and emaciated 
upon admission and a gastrostomy was performed at 
once. After two weeks of supportive treatment he was 
taken to the operating room where, under a general 
anesthetic, a bougie was introduced into the esophagus 
from above down to the level of the sixth cervical 
vertebra. An esophagoscope was introduced into the 
lower end of the esophagus through the gastrostomy 
opening up to the level of the fifth thoracic vertebra. 
Our smallest filiform bougie could not be passed through 





Fig. 8, Case 7 
Anterior posterior view of barium study showing level of 
stricture. 
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the intervening section of the esophagus. This patient 
will have to be restored to a good state of nutrition and 
then an intrathoracic esophagogastrostomy above the 
stricture will be attempted. 

The fourth case illustrates a complication 
arising from a combination burn of the larynx 
and esophagus. 


M. B., a colored boy, age 5 months, was admitted to 
the emergency room on August 27, 1947, a very short 
time after having accidentally swallowed lye. He was 
in extreme respiratory distress and an emergency trache- 
otomy had to be carried out at once. This procedure re- 
lieved his dyspnea immediately. A nasal tube was passed 
and feedings begun in the usual manner. Esophagoscopy 
revealed numerous severe burns of the entire esophageal 
mucosa. Dilatations have been carried out with the 
mercury filled rubber dilator, but the child has great dif- 
ficulty in swallowing at present and his feedings have 
to be supplemented by feedings through a nasal tube. 
At the present time the patient has been in the hospital 
for a period of 21 days, and as yet we have been 
unable to remove the tracheotomy tube because of the 
sever'ty of the laryngeal burn. 

The fifth case illustrates the complication of 
a large bolus of solid food becoming lodged 
above a strictured area in the esophagus, caused 
by a lye burn, completely obstructing the esoph- 
ageal lumen and necessitating esophagoscopy 
and removal of the foreign body. 

H. W., a white boy, age 6 years, was admitted to the 
hospital with the complaint that two days previously 
he had swallowed meat which had lodged above a 
stricture in the esophagus. This stricture had been pro- 





Fig. 9, Case 7 


Lateral view of barium study illustrating level of 
Stricture. 
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duced by the accidental ingestion of lye at the age of 
two. An esophagoscope was passed and a large bolus of 
meat was removed from the upper one-third of the 
esophagus. This relieved his inability to swallow soft 
diet and fluids at once. We have seen him every three 
weeks since then and he has been dilated to size 26 F. 
without difficulty. 


The sixth case illustrated the necessity of 
repeated dilatations of a lye stricture of the 
esophagus at regular intervals to keep the esoph- 
agus patent. This patient was entirely free from 
difficulty in swallowing when dilated every two 
weeks, but her strictured area became extremely 
stenotic whenever she allowed a period of five 
or six weeks to lapse between dilatations. 


L. L., a colored woman, age 27 years, was first seen 
July 10, 1943, with the history of having had a stricture 
of the esophagus since childhood following the ingestion 
of lye. During a period of five days prior to consulta- 
tion she had been unable to swallow anything except 
liquids. She was esophagoscoped on June 12, 1943, and 
dilated to 24 F. She was then dilated each two weeks 
with size 26 F. Broyles dilator and had no difficulty 
whatever in swallowing soft diet. She did not come in 
to be dilated from September 8, 1943 until November, 
1943, a period of fifty-four days. Dilatation at that 
time could not be carried out and on esophagoscopy the 
stenotic area was found to be so small that only the tiny 
flexible tip of the Broyles dilator could be passed. A 
whole series of dilatations had to be started all over 
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Fig. 10, Case 7 


Illustrating barium study of the patent, functioning 


intrathoracic esophagogastrostomy. 
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again beginning with size 14 F. and carried gradually up 
to size 26 F. 

The seventh case illustrates a severe burn 
situated high in the esophagus which could not 
be dilated satisfactorily by any means, in which 
case an intrathoracic esophagogastrostomy was 
successfully performed. * 


G. G., a colored girl, age 9 years, was admitted to the 
hospital on January 25, 1943, with the history of having 
swallowed lye four hours prior to admission. Her 
mouth was washed with dilute acetic acid and this was 
followed with a bland oil. A nasal feeding tube was 
inserted and removed on January 30, 1943. She was 
dilated satisfactorily and sent home with instructions to 
return weekly for dilatation. She did not return until 
four months after her discharge from the hospital, at 
which time our smallest dilator could not be passed 
through the stricture which was located in the upper 
one-third of the esophagus, although barium would pass 
through in a tiny stream. On May 12, 1943, a gas- 
trostomy was performed. The patient left the hospital 
in good condition on a gastrostomy but did not return 
again until December 21, 1946, at which time barium 
revealed a complete stricture in the upper one-third of 
the esophagus. No dilator could be passed through this 
strictured area. She returned January 6, 1947, and was 
given a high caloric, high vitamin diet through her 
gastrostomy tube and on January 12, 1947, an intra- 
thoracic esophagogastrostomy was performed by Dr. 
Charles Donald of Birmingham, Alabama. The patient 
left the hospital fifteen days after this operation, swal- 
lowing freely through her newly formed esophagogas- 
trostomy opening. Eight days later she was returned 
to the hospital and a foreign body of chewing gum was 
removed from above the esophagogastrostomy orifice. 
She was discharged in two days and has had no further 
difficulty whatsoever until the present time. 


SUMMARY 


It might appear from our case reports that the 
management of lye burns of the esophagus is “all 
work and no play,” but this in reality is far from 
the truth. If the method outlined in this paper 
can be adhered to in all its minute details, 
satisfying results can be obtained in a very large 
percentage of the cases. Multiple, varying com- 
plications will arise, as has been shown, but if 
patients with lye burns of the esophagus can be 
treated shortly after the accident has occurred, 
there are relatively few who will not have good 
results provided one can keep them under con- 
stant observation and regular dilatation when 
indicated. 


DISCUSSION (Abstract) 


Dr. O. M. Marchman, Dallas, Tex.—I was amazed to 
hear Dr. Fisher say that they had thirty-four cases of 
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lye burns in the past year. When I went to the library 
and investigated, I found that throughout the south- 
west there were hundreds of cases occurring every year 
in spite of the new laws that ‘were passed a few years 
ago. 

So we as physicians of the South are very much in- 
terested in these clinics. 

I have had only a few lye burns in my forty-eight 
years, here and there. 

I studied seventeen cases in Dr. Chevalier Jackson’s 
clinic. It is a tremendous economic problem in all our 
hospitals to handle these cases. Cases with slight burns 
get well within twelve days or two or three weeks with 
a few dilatations. Where the burn is severe, the 
thoroughly trained men have a very hard time. Among 
Jackson’s cases, a certain number are dismissed within a 
few weeks, but severe cases have been in the hospital 
forty-four months, over three years, and he recorded 
one that was there eleven years. 


It takes endurance, it takes patience, and, above all, 
it takes a stout heart to treat these patients adequately. 


As soon as the patient is seen, treat the parents. They 
should never be around the operating room, or even 
on the floor where the patient is being treated. The 
mother hears screams and thinks the child is being 
dismembered slowly. 


Lye has such an affinity for water that first-aid 
measures of any kind seemingly are useless from the 
fact that the damage occurs immediately. Because of 
this affinity, the lye destroys the mucosa quickly. 


Ninety per cent of cases may be avoided by proper 
labeling of lye. Many of the lyes have the large red 
label, “Poison.” Not only that, but how to care for the 
eyes and face. That was brought about after years of 
hard fighting. Dr. Jackson headed the committee that 
worked for that, and finally achieved success. 


In lye injuries, potassium, sodium and ammonium 
hydroxide have an immediate effect. The patients are 
not taken to the clinics until they are emaciated and 
dehydrated and in such condition that they can go on 
no longer. Everything that is swallowed they re- 
gurgitate, showing a complete stenosis. 


Parents should be educated to send the patient to 
the right clinic immediately, because in 70 per cent 
early dilatation will be a wonderful help. 


Dr. Fisher (closing).—Several people have asked me 
where we found so many cases of lye burns of the 
esophagus. Most of these lye burns are found in very 
small Negro children who come from rural communities 


Dr. Harvey Searcy, of Tuscaloosa, Alabama, who 
has seen many of these cases down through the years, 
says that in each yard in the rear of the “cabins in 
the cotton” one can find a small pot of ashes and 
lye to be used in making lye hominy and soap. In 
liquid form this solution has the color and consistency 
of milk and the young Negro children mistake the lye 
for milk and receive a terrible burn when the solution 
is swallowed. 








ANEMIA OF MALIGNANCY* 


By ARTHUR J. SCHWERTMAN, M.D. 
Covington, Kentucky 


The scope of this paper is to show a relation- 
ship between anemia and malignancy. The 
anemia of malignancy! is usually referred to as 
the hypochromic type, except in the anemia as- 
sociated with carcinoma of the stomach, when 
it may be of the macrocytic type’? simulating 
pernicious anemia. 


Hypochromic anemia may be morphologic- 
ally defined as a condition in which the red 
cells have a subnormal amount of hemoglobin. 
This type of anemia accompanies malignancy so 
frequently, that its presence, in an individual 
of cancer age, should cause the clinician to sus- 
pect the presence of an otherwise asymptomatic 
malignancy. 


Malignancy occurring in any tissue, whether 
grossly extensive or not, and with or without 
bone marrow involvement, is capable of produc- 
ing an anemia. 


The exact mechanism of this anemia asso- 
ciated with malignancy is not definitely known. 
Its causes may be due to any one, or combina- 
tion of the following: interference with ingestion 
or digestion of adequate foods; the absorption 
of hemolytic agents from ulcerating and in- 
fected surfaces, or from necrosing areas of closed 
tumors; the production of some substance by 
the malignant process,* which inhibits the bone 
marrow, or utilizes a product in its growth, 
necessary for the production of red cells and 
hemoglobin; hemorrhage, the most obvious 
source of anemia. 


The studies herein reported were made on 
58 patients with carcinoma of eight common 
sites, and are based only on the initial blood 
count, hemoglobin and color index to find out 
whether anemia was a common factor in malig- 
nancy. They do not cover any follow-up blood 
studies previous to, or after, surgery. They 
cover a period of two years, 1945 and 1946, 





*Read in Section on Medicine, Southern Medical Association, 
Forty-First Annual Meeting, Baltimore, Maryland, November 24-26, 
1947. 
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and all cases presented have been diagnosed 
as carcinoma by tissue sections. 

The age variant of the patients (36 to 81 
years), and sex (19 males, 39 females), appears 
to have little or no bearing on the degree of 
anemia. The value of hemoglobin in those or- 
gans in which hemorrhage plays a prominent 
role, such as colon, cervix uteri and uterus, 
shows a more marked anemia. 


Ten cases of carcinoma of the breast are 
presented, of which five have known metas- 
tasis. This metastatic carcinoma did not mate- 
rially affect any concurrent anemia. The aver- 
age for ten cases: erythrocytes 4,300,000, hemo- 
globin 12.2 grams, color index 0.98. 


In carcinoma of the colon, the specific distri- 
bution of the cancerous processes were: two in 
the cecum, three in the ascending colon, three 
in the sigmoid colon, and two in the rectum. 
It is of interest to note that the lowest cell 
counts are in the proximal colon, the cecum 
and the ascending colon, where ulceration and 
hemorrhage are more likely to be found. This 
has been demonstrated by other observers.5 © 7 § 9 
The average for ten cases: erythrocytes 3,900,- 
000, hemoglobin 10.8 grams and color index 0.9. 
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Fig. 1 


Values for erythrocytes, hemoglobin and color index in 
association with carcinoma of the breast. 
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There are ten cases of carcinoma of the pros- 
tate, all of the adenocarcinoma type, in an age 
variant of 63 to 81 years. In only one case is 
there a color index below one, and the erythro- 
cyte counts are high, despite the age of the 
patients. 


Average for ten cases: erythrocytes 4,390,000, 
hemoglobin 12.9 grams and color index 1.0. 


The eight cases of carcinoma of the body 
of the uterus are divided into: four cases of 
papillary adenoma, three adenocarcinoma, and 
one case a mixed type sarcoma-carcinoma. Here 
again we cam see more marked anemia due 
probably to hemorrhage. Average for eight 
cases: erythrocytes 4,150,000, hemoglobin 11.5 
and color index 0.92. 


Four cases of carcinoma of the bladder were 
of the squamous cell type and one case of papil- 
lary carcinoma. Average for five cases: erythro- 
cytes 4,110,000, hemoglobin 11.7, and color 
index 0.95. 


All seven cases of carcinoma of the cervix 
uteri were of the squamous cell variety, and here 
again we have a more marked anemia. Charac- 
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Fig. 2 
Values for erythrocytes, hemoglobin and color index in 
association with carcinoma of the colon. 
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teristically, these tumors are ulcerating 
bleeding, and often necrotic and infected. 


and 
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Fig. 4 
Values for erythrocytes, hemoglobin and color index in 
association with carcinoma of the body of the uterus. 
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Average for seven cases: erythrocytes 3,800,- 
000, hemoglobin 9.1 grams, and color index 0.94. 
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Values for erythrocytes, hemoglobin and color index in 
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Carcinoma of the ovary presents three cases 


of adenocarcinoma, and one colloid type, of 
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Values for erythrocytes, hemoglobin and color index in 
association with carcinoma of the kidney. 
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which three had metastasized. All of the patients 
were over 55 years of age, and show definite 
anemia. 


Average for four cases: erythrocytes 4,001,- 
000, hemoglobin 11.1, and color index 0.95. 


Of four cases of carcinoma of the kidney, 
three are of the papillary nephrotoid type, and 
one is adenocarcinoma. In only one case was 
the color index under 1. 


Average for four cases: erythrocytes 4,500,- 
000, hemoglobin 11.7, and color index 0.98. 








AVERAGE BLOOD FINDINGS IN 58 CASES OF CARCINOMA 
OF EIGHT COMMON SITES IN THE BODY 

















Erythrocytes Hemoglobin Color 
Status Miilions Gmms. Per Index 
Per cu. m.m. 100 c. c. 
Normal 5.00+ 14.5 1.0 
Cancer 2.19 to 5.5 7.) to 14.5 0.69 to 1.0 
Table 1 
CONCLUSIONS 


(1) Fifty-eight cases of carcinoma in eight 
different organs are presented. 


(2) When anemia occurs, it is of the hypo- 
chromic type. 


(3) The color index was below 1 in 30 cases, 
and 1 or above in 28 cases. 


(4) Anemia is more marked in those or- 
gans where hemorrhage, ulceration and necrosis 
occur. In some cases, even in the presence of 
metastasis, anemia does not occur. 
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THE PRACTICAL VALUE OF LIVER 


FUNCTION TESTS IN CLINICAL 
MEDICINE* 


By Donatp F. Marton, M.D. 
and 
JoHN M. RuMBaALt, M.D. 
Miami, Florida 


During the past five years increasing expe- 
rience with new, and improved older liver func- 
tion tests has led to acceptance of these labora- 
tory procedures as dependable guides to both 
diagnosis and treatment of a variety of dis- 
eases involving the liver either directly or in- 
directly. The war-created epidemics of infec- 
tious hepatitis served as proving grounds for 
the newer tests and allowed critical evaluation 
to be made in a much shorter time than would 
have been possible without the availability of 
large groups of cases. Selective impairment of 
liver function, and the concept of latent or sub- 
clinical hepatic disease are but two of the many 
phases of increased knowledge which these im- 
proved tests may extend and broaden.! 2 4 
Without them, for example, the variable hepatic 
involvement which accompanies infectious mo- 
nonucleosis would have been detected with much 
greater difficulty and only after much more 
time had elapsed in the study of this disease.’ © 
The extent to which other infectious diseases af- 
fect hepatic function and contribute to possible 
morphological changes in the liver is now re- 
ceiving careful study. The role of the improved 
liver function tests is not confined to the field 
of new investigation, however, but must be found 
also in progressive everyday clinical medicine. 
That this is already true to some extent is 
apparent from a survey of the clinical records 
of current cases in hospital wards, but extension 
and even more widespread employment is needed, 
to judge by the omissions in these charts; espe- 
cially in those of patients who remain diagnos- 
tic and treatment problems largely because of 


*Read in Section on Gastroenterology, Southern Medical Asso- 
ciation, Forty-First Annual Meeting, Baltimore, Maryland, 
November 24-26, 1947 


*Published with the permission of the Chief Medical Director, 
Department of Medicine and Surgery, Veterans Administration, 
who assumes no responsibility for the opinions expressed or 
conclusions drawn by the authors. 
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the failure to use these laboratory aids with 
understanding. Except in the larger hospital 
centers, the difficulty to date has been two- 
fold; on the one hand, there are insufficiently 
equipped and inadequately staffed laboratories, 
and on the other, the economic factor involved 
whenever a large number of follow-up studies 
must be made on private patients who pay for 
the cost of their medical care. It is the purpose 
of this report not only to restate with as much 
emphasis as possible the practical usefulness of 
frequent progress studies employing a group of 
well proven liver function tests, but also to 
point out the very real difficulties which face 
the clinician who wishes to follow his patients 
in this manner when he must work in a com- 
munity with relatively under-developed hospital 
and laboratory facilities. 


The 66 patients who were selected to provide 
data for this survey represent only approxi- 
mately one-fourth of the total liver-disease group 
followed by the authors in 1946 and 1947 at 
the James M. Jackson Memorial Hospital in 
Miami and at the Veterans Administration Hos- 
pitals at Miami Beach and Coral Gables. Many 
other excellent cases, from the standpoint of 
unusual clinical interest and completeness of 
ultimate pathological study, were discarded with 
great regret because of insufficient interval and 
follow-up laboratory study of hepatic function. 
Each of the six methods employed to obtain 
information concerning liver function was cho- 
sen with an eye to simplicity of accomplish- 
ment by laboratories which were continually 
overtaxed by the burden of necessary routine 
work. Any compromise of this sort often leads 
to the unavoidable dependence upon older meth- 
ods when the institution of recently-described 
improvements, which would better please the 
clinician, nevertheless appear impossible to the 
laboratory director because of his chronic defi- 
ciencies in equipment and trained personnel. 
It is undoubtedly for this reason that the ic- 
teric index is currently more widely employed 
in progress studies on jaundiced patients than 
the more accurate quantitative van den Bergh. 
Similarly, many more urinary urobilinogen de- 
terminations are made by means of the more 
easily performed Wallace and Diamond technic,’ 
despite its well known inaccuracies, than by the 
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employment of Watson’s® very efficient im- 
proved method. After considerable effort and 
much difficulty with the solution of purely local 
problems, the six tests which appear in the 
graphic description of these 66 cases were 
selected and can be recommended as a very 
useful group, not only for assistance in differen- 
tial diagnosis, but also for the progress or fol- 
low-up studies which aid so much in the evalu- 
ation of treatment, and give such valuable prog- 
nostic information. 

The majority of the jaundiced patients were 
followed by repeated estimations of the icteric 
index with the usual potassium dichromate stand- 
ard of Meulengracht. The cephalin cholesterol 
flocculation tests were performed in the man- 
ner originally described by Hanger,’ with all 
sera and serum-emulsions carefully protected 
against the influence of light as recommended 
by Neefe and Reinhold.!° MacLagen’s method!! 
was followed in carrying out the thymol tur- 
bidity tests. Serum phosphatase was determined 
by the procedure described by Bodansky,!? and 
the urinary urobilinogen studies were made upon 
single midafternoon specimens using the Wallace 
and Diamond technic.’ The five milligram per 
kilogram bromsulfalein retention tests were done 
in the manner described by Mateer and his asso- 
ciates,!3 using the 45-minute end point for nor- 
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Total tests done... 89 5 65 16 59 104 

Avg. tests per patient... 9 6 5 5 2 4 7 
66 All Cases 

Individuals tested ==». «062 sd19 66450 Ci 40s«SS 

Total tests done > 323 62 270 124 135 298 

Avg. tests per patient 5 3 4 3 3 5 








Data from which composite curves were obtained (Charts 2 
through 7). 


Chart 1 
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mal total clearance. Although three separate 
laboratories made the reported determinations, 
frequent checks established the fact that all 
tests were being performed in an exactly similar 
manner in each. 

Chart 1 summarizes the clinical material and 
indicates the relative frequency with which tests 
were done during the course of hospitalization. 
The small number of thymol turbidity tests is 
explained by the fact that these determinations 
were not made with any frequence until August 
1, 1947. Prior to that time approximately twenty 
normal controls were run to establish the de- 
pendability of the reagents and to satisfy all 
concerned that the upper limit of normal is near 
4.5 units by the method used. Charts 2 through 
7 show the typical behavior of each test as it 
was applied to individual cases throughout pe- 
riods of hospitalization averaging 50 days. Each 
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composite curve, as shown, represents the mean 
of many individual curves drawn from the data 
in Chart 1. In every group, wide variations in 
the pattern of the curves were encountered, as 
one would expect from the clinical differences 
which exist between patients with similar but not 
identical types of liver damage. It is most im- 
portant to remember this characteristic in the 
behavior of any one test, however sensitive it 
may be, since it has been stated by Mann!* and 
many other physiologists that liver functions 
are frequently selectively impaired even in cases 
with extensive morphological alteration from 
disease. For this reason, and for others which 
will be discussed, a group of tests of nearly equal 
sensitivity must be employed at all costs if one 
is not to be led astray in his clinical reasoning 
in the more obscure cases. Despite the fact that 
no two individual curves could be exactly super- 
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imposed, the composite curves were obtained 
without difficulty and seemed to constitute a 
fair expression of the usual behavior of each 
test. 


The four disease groups into which the 66 
patients were divided were not completely ho- 
mogeneous except for the first, which was made 
up of typical acute infectious hepatitis patients, 
and, as far as could be determined, did not in- 
clude any cases of parasitic, toxic (chemical), 
or icterogenic serum inoculation etiology. The 
chronic hepatitis group was somewhat ill-defined 
by its very nature. The cases so classified ful- 
filled Barker and Capps’!’ criterion of duration 
of symptoms, since all had experienced an illness 
which lasted continuously for more than four 
months when this study period was initiated. 
Several appeared to recover completely during 


3 


rs 


APD # 
TH 


SOUTHERN MEDICAL JOURNAL 


tt 
eo Dy tf vey 





RS qesertaL. Dave 


Chart 3 





July 1948 


the time of observation and probably represented 
cases of prolonged convalescence from acute 
hepatitis. Others improved but little, even after 
very intensive treatment, and may well repre- 
sent early hepatic cirrhosis. This suspicion was 
confirmed by liver biopsy in only one case, how- 
ever, and the remainder are supported only by 
the clinical impression and the relative stability 
of the liver function tests at abnormal levels, 
indicating a continuing chronic process in the 
liver. The cirrhosis group was made up for 
the most part of late cases; all with hepatomeg- 
aly and splenomegaly, and many with a his- 
tory of one or more episodes of jaundice, 
ascites, and hematemesis from bleeding gastric 
and esophageal varices. Liver biopsy or post 
mortem examination confirming the diagnosis 
was obtained in only three of these cases, 
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but the clinical picture was very typical in 
those not conclusively studied. The cases of 
extrahepatic obstruction were all confirmed by 
operation, post mortem examination, or both. 
It is of interest that only four of these were 
due to a _ benign condition (three common 
duct stones and one congenital septum). The 
remainder were occasioned by carcinoma of the 
head of the pancreas in seven, chronic pancreatic 
fibrosis in two, and carcinoma of the duodenum 
involving the ampulla in one. The rather sharp 
and sudden changes in the curves relating to 
these cases are explained by the rapid subsidence 
of jaundice and relief of hepatic compression 
permitted by the surgical anastomoses in all who 
survived the necessary operation. 


To supplement the purely statistical portion 
of this report four representative case histories 
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have been summarized briefly. Unfortunately 
these four patients were truly representative 
only in that they showed typical clinical syn- 
dromes which placed them well within one of 
the disease groups, and not because all of the 
other patients were followed as well with fre- 
quent progress tests. 


Case 1.—I. K. was a 29-year-old married woman, para 
2/1/1, whose husband had recovered from an episode 
of typical acute hepatitis five months before she be- 
came ill with the usual prodromata of fever, anorexia, 
nausea, and vomiting. She was admitted to hospital 
three days after the appearance of jaundice. Physical 
examination revealed a thin icteric woman with no 
unusual departures from the average normal except for 
the abdominal findings. The liver was easily palpable 
as a smooth, firm, moderately tender mass four fingers’- 
breadth below the costal margin in the midclavicular 
line. The spleen was not palpable and there was no 
free fluid in the abdomen. Hemogram and urinalysis 
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were normal but the erythrocyte sedimentation rate 
was elevated to 24 mm. For one week parenteral 
feeding was necessary because of protracted nausea and 
vomiting, but she ate well thereafter. Chest x-ray 
was negative and a plain film of the abdomen con- 
firmed the presence of hepatomegaly and absence of 
splenomegaly. Her response to intensive therapy was 
mitigated to some extent by anxiety for the welfare of 
her baby at home, but she appeared to return en- 
tirely to normal about six weeks after the onset of 
her original symptoms. The behavior of the hepatic 
function tests is presented in Chart 8 which requires 
no narrative elucidation since the picture is altogether 
typical of uncomplicated acute hepatitis, 


Case 2—M. S. was a 49-year-old man who was 
admitted to the hosp‘tal after one month of nausea, 
vomiting, progressive weakness, and slowly increasing 
jaundice. The past history was negative except for 
inactive pulmonary tuberculosis. Physical examination 
revealed rather intense icterus. Except for a large smooth 
liver of very slight tenderness which extended 5 fingers’- 
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breadth below the costal margin in the midclavicular 
line, no significant abnormalities were noted. Hemo- 
gram, urinalysis, erythrocyte sedimentation rate, and 
oral glucose tolerance curves were normal. Chest x-ray 
revealed inactive fibrous apical tuberculosis. X-rays 
of the upper and lower digestive tracts were negative. 
For two months his condition remained stationary de- 
spite intensive treatment. Coincident with the per- 
formance of several transduodenal biliary drainages his 
icterus began to subside and his hepatomegaly to de- 
crease, and after an additional two months he appeared 
to have recovered completely. Chart 9 indicates the 
doubtful period, during which both signs and symp- 
toms pointed rather strongly toward an extrahepatic 
biliary obstruction. The high plateau of the serum 
b'Lrubin (as measured roughly by the icteric index), 
the elevated serum phosphatase, the absence of urinary 
urob nogen, and the coinc’dental temporary absence 
of ble from the feces, all joined to create a convincing 
picture. When a bile drainage recovered grossly cloudy 
“A” and “C” bile, heavily loaded with mucous shreds 
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and epithelial debris, and aiter subsequent drainages 
gave supportive evidence to the effect that the obstruc- 
tion was not complete, it was felt that this case probably 
fell into the group recently described by Watson and 
Hoffbauer!6 as chronic cholangiolitic hepatitis. Subse- 
quent course confirmed the likelihood of this impression, 
but unfortunately the corroboration of a liver biopsy is 
lacking. 


Case 3—B, W. was a 30-year-old married woman, 
para 2/1/1. For 14 years she had been employed as 
a nightclub entertainer, and had used alcohol to excess 
for 10 years. Her diet had been grossly inadequate 
for one year prior to the onset of her earliest symptoms. 
Menstruation occurred at the age of 12 and develop- 
ment was normal except for obesity which dated from 
puberty. Four months prior to the onset of the present 
illness she noted edema and motor weakness of the 
legs. The edema subsided without explanation or treat- 
ment, but the motor weakness persisted. One week 
before admission a noticeable increase in size of the 
abdomen occurred, and diarrhea with 12 to 24 stools 
daily. Jaundice became apparent, and severe nausea 
and vomiting developed. Physical examination dis- 
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closed the appearance of rather marked dehydration. 
The abdomen was enormously enlarged, contrasting 
sharply with the thin wasted lower extremities. Adys- 
osity was equally distributed otherwise. Marked bi- 
lateral motor weakness was present in both legs but 
sensation was intact except for variably diminished 
vibratory sensation. The liver was palpable well below 
the umbilicus, and was smooth, firm, and quite tender. 
The spleen was palpable 2 fingers’-breadth below the 
left costal margin in the anterior axillary line. Defi- 
nite shifting dullness and the presence of a fluid wave 
indicated a moderate amount of ascites. Several small 
spider hemangiomata were present in the skin over 
the anterior chest. There was no visible superficial col- 
lateral circulation. Hemogram revealed a marked hyper- 
chromic macrocytic anemia. Urinalysis showed 50-80 
white cells and 10-20 red cells per high power field with 
one to two plus albuminuria from time to time. Serum 
proteins, surprisingly, remained between 5.2 and 6.4 
with no albumin recorded below 2.8. Fasting gastric 
contents contained 40 units of free hydrochloric acid. 
An oral glucose tolerance test gave a flat curve with 
no readings above 96, and consistent fasting blood sugars 
of 78 to 90 were obtained on consecutive days. X-rays 
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of chest, upper and lower digestive tracts, and intra- 
venous pyelograms were negative. Cooperation was 
unusually good, and improvement with intensive treat- 
ment was rapid. Ascites diminished after two weeks 
and was no longer demonstrable after four. Jaundice 
disappeared coincident with the departure of the ascites. 
Improvement in the severe anemia was followed by 
return of strength, particularly in the legs. There had 
been no change in size of liver or spleen when the 
patent left the hosp‘tal against advice. Chart 10 indi- 
cates the liver function test evidence of continuing func- 
tional and morphological disorder at the time the 
patient left hospital. It also demonstrates the justifiable 
question concerning a possible extrahepatic biliary ob- 
struction wh‘ch was present early in the course of her 
observation. The persistent absence of urinary uro- 
bilinogen, along with elevation of the serum phos- 
phatase, in the presence of a rather rapidly progre:sive 
icterus, if maintained, points very strongly indeed to- 
ward such a possibility. Follow-up tests, supported by 
clinical improvement, subsequently permitted this diag- 
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nosis to be discarded, It would be extremely helpful 
to supplement the present laboratory evidence of mod- 
erate to severe hepatic cirrhosis with a liver biopsy, 
but this procedure was not permitted by the patient. 


Case 4.—A. B. was a 61-year-old white man who en- 
tered the hospital after two months of progressive 
weakness, fatigue, gaseous indigestion, anorexia, and 
slowly progressive jaundice. His past history was nega- 
tive except for a chronic peptic ulcer for which a 
posterior gastro-enterostomy was done 18 years pre- 
viously. He had been symptom free until the onset 
of the present illness. On physical examination mod- 
erate emaciation with motor weakness was noted. 
Jaundice was well defined but not deep. Liver was 
palpable two fingers’-breadth below the right costal 
margin in midclavicular line. It was smooth and non- 
tender. The remainder of the physical examination was 
not unusual. The laboratory survey was productive 
of nothing out of the ordinary except for a moderate 
secondary anemia and erythrocyte sedimentation rate 
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increased to 24 to 36 mm. from time to time. Chest 
x-ray revealed inactive fibrous pulmonary tuberculosis. 
Films of the upper and lower digestive tract were nega- 
tive. The gastro-enterostomy stoma functioned well. 
Despite intensive therapy, icterus increased steadily, 
Chart 11 reveals the typical behavior of the liver func- 
tion tests which, together with the clinical picture 
(which included persistently acholic stools with increased 
fat content), pointed to an extrahepatic obstructing 
lesion. At operation a large hard pancreatic mass was 
found, completely obstructing the common duct. A 
cholecystojejunostomy was done and no attempt at 
resection of the pancreas was made. Sections of the 
pancreas subsequently revealed adenocarcinoma. The 
anastomosis allowed rapid subsidence of the jaundice 
and eventual return to normal in the liver function 
tests. Follow-up has not been possible since the patient 
left this area soon after discharge from the hospital. 


To be of maximum usefulness any group of 
liver function tests should include some tests of 
extreme sensitivity as well as several capable of 
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measuring more extensive liver damage in terms 
of ultimate prognosis or in regard to the safety 
of any indicated operation. Several of the tests 
described serve both purposes remarkably well; 
notably the bromsulfalein retention test, which 
is both a very sensitive recorder of latent or sub- 
clinical hepatic impairment and also a good in- 
dex of the extent of damage in obviously severe 
liver injury. The usual values in cases of de- 
layed convalescence from acute hepatitis or in 
early cirrhosis range from 5 to 20 per cent 
retention at the end of 45 minutes after intra- 
venous instillation of 5 milligrams of dye per 
kilogram of body weight. In most of these cases 
it will be found that total clearance has occurred 
if another blood sample is taken 60 minutes after 
the injection of the dye. In cases of extensive 
metastatic carcinoma of the liver or in well de- 


pEaP Bas Of, 2 a Br PTS 






Sd Saat 


NESS 


Chart 8 





610 


fined late cirrhosis, however, retention is usually 
20 to 60 per cent in 45 minutes, and little addi- 
tional clearance is noted in the 60-minute speci- 
men. Both the cephalin cholesterol flocculation 
and the thymol turbidity tests give dependable 
indication of parenchymal cell damage early in 
acute toxic or infectious hepatitis, and equally 
well detect latent or persistent impairment in 
subclinical or convalescent cases. Whether one 
is superior to the other in either respect is still 
under advisement by the physiologists and clini- 
cians of our larger hospital centers. Since each is 
comparatively easy to perform in the average 
laboratory, it is logical to include both in any 
liver function test group, if only to have a means 
of checking one against the other when unex- 
plainable discrepancies arise in obscure cases. 
The urinary urobilinogen test serves an obvious 
twofold function, since abnormalities of differing 
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significance can appear above or below the range 
of normal readings. Persistent absence of this 
pigment from the urine directs attention to pos- 
sible extrahepatic biliary obstruction if it is 
accompanied by total absence of bile pigments 
from the stools. Elevations above the normal 
range occur whenever hepatic excretion is im- 
paired, usually because of active disease or 
injury. From the standpoint of simplicity and 
dependability, there can be no lack of agree- 
ment with the statement of Lindberg and Le- 
Roy!’ that the quantitative urinary urobilinogen 
is: 

“ |. . least likely to give normal results while jaundice 
is present and . most likely to continue to give 
abnormal results [in delayed convalescence from acute 
hepatitis] after jaundice has subsided.” 

The test has an added advantage which in- 
creases the already strong indications for its 
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certain inclusion in any liver function test group; 
employing the simple Wallace and Diamond 
technic, it can be done daily at the bedside by 
the attending physician, intern, or nurse with- 
out adding in any way to the work load of the 
laboratory. The serum phosphatase determina- 
tion was included in this group because it seems 
to give information of value in the many border- 
line cases of long continued jaundice where the 
differential lays between a chronic hepatitis, 
perhaps cholangiolitic, and extrahepatic biliary 
obstruction. Although serum phosphatase was 
found to be elevated in most cases of acute or 
chronic hepatitis at some stage of the disease, 
the height and shape of the curves were quite 
different from those customarily seen in extra- 
hepatic obstruction. It must be stated that this 
determination alone can never arbitrarily differ- 
entiate obstructive from non-obstructive jaun- 
dice, but repeated tests, along with simulta- 
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neous frequent urinary urobilinogen determina- 
tions, did help in arriving at a correct diagnosis 
in the majority of the doubtful cases. 

In addition to the tests included in the re- 
ported group, other studies should be made in 
individual cases as the need for them arises. One 
determination of great practical value in any 
patient with extensive liver damage where prog- 
nosis is difficult, is the repeated estimation of 
serum albumin and globulin as suggested by 
Tumen and Bockus.'® Albumin values of less 
than 2.5 grams per 100 c. c. which cannot be 
raised by intensive high protein administration 
certainly suggest an unfavorable prognosis. If 
one is fortunate enough to study early jaundiced 
patients in whom extrahepatic obstruction is 
suspected, the oral galactose tolerance test gives 
valuable differential information. Urinary ex- 
cretion of more than three grams five hours after 
oral ingestion of 40 grams of galactose is very 
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rare in early jaundice due to biliary obstruction, 
but quite common in early acute infectious or 
toxic hepatitis. Late in the course of the jaun- 
dice the test is not helpful, however, since paren- 
chymal cell regeneration may permit normal 
galactose metabolism in hepatocellular jaundice, 
or hepatic compression due to continued extra- 
hepatic obstruction may produce sufficient cel- 
lular damage to permit the excretion of abnormal 
amounts of galactose. The determination of the 
ratio between total cholesterol and cholesterol 
esters, and the oral or intravenous hippuric acid 
excretion tests, while valuable in estimating liver 
damage, nevertheless require such careful tech- 
nic and prolonged time that most overburdened 
laboratories will not welcome requests for their 
routine use. 

The six tests discussed in this report are defi- 
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nitely recommended for present day routine 
study of all varieties of liver disease. It has 
been found that they aid immeasurably in 
making more accurate diagnoses and in for- 
mulating more practical and successful treat- 
ment measures. They are not beyond the scope 
of the average small hospital or private clinical 
laboratory. 
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DISCUSSION (Abstract) 


Dr. Moses Paulson, Baltimore, Md—Since physio- 
logically it has been demonstrated that the disturbance 
in liver function may very well be selective, it is very 
proper that when laboratory tests are applied, they 
should be used in multiple fashion to determine the 
effect on the several functions of the liver. This is the 
physiological aspect; however, when we meet the clini- 
cal application of these tests, we are really confronted 
with a paradox. On the one hand there are no satis- 
factory normal controls in suitable age groups in which 
multiple liver function tests have been employed and, 
on the other hand, the clinical fact that is very well 
known is that given a case in which there is jaundice 
or hepatomegalia or ascites, these multiple tests done 
serially and repetitiously, bring forth information with 
respect to progression, regression, or stationary char- 
acteristics of the disease. 


Then again, it is important to emphasize that often 
in attempting to secure controls in certain age groups 
in which liver function tests will show abnormalities, 
or in certain age groups in which liver diseases are 


van den Bergh reaction, giving evidence of hepatic 
damage in individuals who have no evidence of such 
disease and who in follow-up studies never manifest 
clinical evidence of liver disease. So the problem of 
interpretation becomes. very difficult, and it is im- 
portant to point out that the use of liver function 
tests for the determination of subclinical or occult 
hepatic dysfunction is fraught with uncertainty and 
its findings should therefore be interpreted with great 
caution. 

Liver function tests today have a place under two 
sets of circumstances: first, in the differential diagnosis 
of jaundice from extrahepatic or intrahepatic origin; 
and, secondly, with multiple tests measuring the several 
functions of the liver, serially and repetitiously for 
comparative purposes. One can thus have an objective 
guide’ by which he can determine stationary character- 
istics, the progression, the regression, and probably the 
normal reversion to liver function. 


Dr. Harrison J. Shull, Nashville, Tenn—The mul- 
tiplicity of functions of the liver makes it highly un- 
likely that any one liver function test will adequately 
and regularly separate the improperly functioning liver 
from the intact one, or give definitive evidence regard- 
ing the type of underlying disease process. 

The value of a carefully taken history and a pains- 
taking physical examination remain unquestioned as 
the basis of good clinical management of patients with 
liver disease. I dare mention this well-recognized dictum 
also to emphasize with Dr. Marion the importance of 
carefully selected liver function tests as one essential 
part of the proper study of patients with liver disease. 


The general practitioner needs access to liver func- 
tion tests for routine use which are simple, not too ex- 
pensive, and adapted to repetition at proper intervals. 
Dr. Marion has suggested a group of tests that meet 
these criteria. 

I wish to mention three points: 


(1) As a simple test of liver function for following 
the progress of the patient under treatment, careful 
measurement of fluid intake and output may serve use- 
fully, Dr. Chester Jones and others have called to 
our attention the fact that spontaneous diuresis is 
usually an indication of improving liver function in 
patients with certain disorders of the liver, especially 
those with parenchymal liver disease such as acute and 
chronic hepatitis and cirrhosis. 


(2) The prothrombin time, determined by the method 
of Quick, is a valuable and simple measure of one 
of the important functions of synthesis of the liver. 
The prolongation of the prothrombin time assumes 
considerable significance concerning the state of the 
liver parenchyma, particularly if this prolongation fails 
to return to normal following the parenteral administra- 
tion of synthetic vitamin K. 
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(3) Finally, it is my belief that biopsy of the liver 
has great usefulness in the diagnosis, prognosis, and 
evaluation of therapeutic progress of patients with cer- 
tain diseases of the liver. Dr. Marion has alluded to 
the value of this procedure for conclusive diagnosis in 
patients such as those in his groups of chronic hepa- 
titis and cirrhosis. Volwiler and Jones, and Hoffbauer, 
Evans and Watson, and others, have reported con- 
vincingly on the value of liver biopsy. These authors 
have shown that historical data, physical findings and 
liver function studies done in the most careful manner 
are not always correlated with histological changes, 
and that conclusive evidence of certain types of liver 
disturbance can best be shown by histological study. 


Liver biopsy is not a simple procedure, nor is it with- 
out a definite small risk. This calculated risk, how- 
ever, is justified in selected circumstances. The biopsy 
can be taken by abdominal exploration, by peritoneo- 
scope, or by trocar. The biopsy taken by trocar is the 
simplest procedure and is quite satisfactory. It is 
adaptable for careful and intelligent use by trained 
workers in hospitals where dependable histological study 
can be obtained. 


Dr. Gordon McHardy, New Orleans, La—I am 
amused that Floridians support a female entertainer 
who weighs 212 pounds. We have a “Stormy” in New 
Orleans who approaches that figure. 


At Brigham Hospital, liver function tests were discon- 
tinued for a period of years because the cost estimated 
exceeded the value obtainable, It must be appreciated 
that something was lost thereby, and it was not until 
the last few years, through the concerted efforts of 
such men as Watson and Hoffbauer and his group 
“screening” their liver cases that we have understood 
their value. It is very difficult in good medical centers 
to perform all the tests that we should, and in most 
cases we have limited ourselves when in all cases it 
would be wise to adopt serial studies and screening 
procedures. 


I am heartily in favor of biopsy. It is becoming more 
important all the time. The series of cases being re- 
ported is becoming larger. I should like to suggest that 
when needle biopsies are done, except in those cases in 
which diffuse pathology is present, it be controlled by 
peritoneoscopy for two reasons: (1) pneumoperitoneum 
partly immobilizes the liver; and, secondly, it gives the 
opportunity to place the needle where one wishes. 


A recent interesting development in peritoneoscopy 
has been direct introduction of opaque material into the 
biliary tract through the gallbladder to visualize non- 
functioning cholecystography cases. 


Dr. Marion (closing) —We have done only two liver 
biopsies with the trocar, using the interior subcostal 
approach. In both of these cases no difficulty was 
encountered, and diagnostic specimens were obtained. 
We were a bit apprehensive at first. It was a procedure 
new to us. It is reassuring to talk with others who 
have had similar results in larger series, and we intend 
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to do more. We have in Miami two men who are 
experienced in the use of the peritoneoscope. I hope it 
will be used more often to secure liver biopsies. All 
subsequent reports attempting to evaluate new or old 
liver function tests should be accompanied by histologic 
sections confirming the clinical diagnosis in each case 
whenever possible. 


The cholesterol-cholesterol-ester ration determination, 
as well as a number of other equally useful liver func- 
tion tests, have been virtually impossible for us to use 
routinely because of the amount of laboratory time 
involved, but that does not mean that these proce- 
dures should not be included in a group of liver func- 
tion tests whenever it is possible, 


In regard to the value of liver function tests, I should 
like to add one indication to the two conditions men- 
tioned by Dr. Paulson. Although the differential in- 
formation is by no means type-specific, nevertheless a 
well-chosen group of tests offers much useful diag- 
nostic data in jaundice cases where the etiology is 
unknown. Another indication is the determination of 
hepatic involvement in infectious mononucleosis, which 
occurs apparently in nearly every case, and 
often persists long after recovery from the acute disease. 
Those who treated service personnel during the recent 
war saw numbers of cases of hepatitis without jaundice. 
These problems offer the best reason for continued 
application of appropriate groups of liver function 
tests. 





UNTOWARD REACTIONS AND 
CUTANEOUS TESTING IN 
PENICILLIN THERAPY* 


By JosepH FarrincTon, M.D. 
KATHLEEN Ritey, M.D. 
and 
SIDNEY OLANSKy, M.D. 
Durham, North Carolina 


Penicillin is not altogether an innocuous drug, 
for considerable research has failed to separate 
completely the sensitizing and toxic factors from 
the therapeutic principle. During the war peni- 
cillin F and G were obtained in traces by little 
publicized, synthetic processes which were 
worked out simultaneously in the research lab- 
oratories of England and the United States.! 
The yield was small, but the purity of this 
synthesized product was very high. Thus by 
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creating “unnatural” penicillin many of the al- 
lergic and toxic reactions now encountered may 
in time be entirely eliminated. Whether this 
desideratum is in the offing remains to be seen, 
for the chemical synthesis of reasonably cheap 
penicillin on a commercial scale still seems re- 
mote. Meanwhile, an increasing number and 
variety of hypersensitivity reactions are being 
reported attending the clinical use of the peni- 
cillin obtained from large-scale culture of the 
fungus on various corn steep media. 


At present, most commercial penicillin is an 
amorphous mixture of an unknown number of 
similar or closely related compounds, with vary- 
ing proportions of the specific fractions so far 
discovered and designated G, F, X and K. These 
fractions are known to vary in their rate of 
absorption and excretion, as well as bactericidal 
and spirochetocidal potency. Their antigenic 
properties, either singly or collectively, and the 
demonstration of circulating antibodies? to these 
substances has not been conclusive. A recent 
report by Barefoot and Olansky* of a patient 
tolerating the administration of crystalline peni- 
cillin G alone after repeated, severe, urticarial 
reactions from the injection of the amorphous 
commercial product is further evidence that 
hypersensitivity may exist to the “impurities” 
or to some combination of the specific fractions. 
Toxicity for both skin and mucous membranes 
varies with the salt used.4 The occurrence of 
reactions of hypersensitivity in the very young 
and the very old> suggests that this antibiotic 
is a good sensitizer or has powerful antigenic 
associations possibly based on the anamnestic 
reaction. It has been presumed that the antigen 
concerned with the cutaneous reactions arises 
from the mold Penicillium notatum (or chryso- 
genum), from the media on which it is grown, 
from the chemicals added to the media or from 
penicillin per se. Friedlaender® e¢ alii have re- 
cently reported a concerted effort to isolate this 
antigen more exactly. Our experiences wouid 
indicate that, under certain circumstances, any 
of these substances may act as the sensitizing 
agent and the offending material, therefore, must 
be determined for each individual. Aside from 
any intermediary product of manufacture, an- 
other antigenic possibility encountered, even 
with the purest crystalline fractions, is the form- 
ation of a heptane after injection. This is sug- 
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gested by the findings of Chow and McKee’ 
who have reported that the combination of 
crystalline penicillin and human albumin pro- 
duces a penicillin-protein combination complex. 
Although such a combination still has consider- 
able antibiotic activity, its antigenic possibilities 
are self-evident. We believe the antigen in peni- 
cillin must have several components. It is heat 
labile in solution, for the antigen is destroyed 
when a penicillin solution is autoclaved. With 
penicillin in the dry crystalline state, however, 
it will survive a temperature of 100° C. for two 
or more hours without altering its therapeutic or 
allergic properties. One of our earliest im- 
pressions, gained from the reactions obtained by 
one of us by cutaneous testing in a severe case 
of exfoliative dermatitis caused by penicillin, was 
that dermatoses may result from hypersensitivity 
to the active principle itself.8 This was shown 
by the fact that positive skin tests could be 
obtained by patch and intradermal tests with 
crystalline and amorphous commercial penicillin 
but negative cutaneous tests resulted when the 
antibiotic was deactivated by autoclaving the 
solution or by the addition of penicillinase. 


Clinical experiences with actual cases of 
dermatitis associated with penicillin therapy 
have necessitated some practical classification of 
the recognized types of dermatoses and other 
manifestations of hypersensitivity or toxicity, 
which may be encountered. As pointed out by 
Goldman? and his coworkers, the diagnosis will 
often be made more easily by the clinical fea- 
tures of the reaction than by cutaneous testing. 
The many facets exhibited by penicillin antigen 
and the various experiences reported by different 
investigators make the classification of these 
reactions difficult. It is the purpose of this com- 
munication to outline a workable, clinical classi- 
fication of the untoward reactions to penicillin, 
to discuss some of their salient features, and 
to relate some conclusions regarding muco- 
cutaneous testing evolving over a period of 
several years which have been found to have a 
practical application in penicillin therapy. 

There are at least two reports of the photo- 
sensitization to penicillin'!® but the validity of 
this concept is still in dispute. The frequency of 
occurrence of herpes simplex with penicillin leads 
us to suspect that penicillin may predispose to 
such lesions but this is still to be proven. 
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The over-all reaction rate of penicillin prob- 
ably lies between 8 and 10 per cent.'!! The 
route of administration has, in the majority of 
cases, a bearing on the clinical features and the 
site of the allergic reaction. Local use of peni- 
cillin, either on the skin or mucous membranes, 
will give rise predominantly to contact or sensi- 
tization dermatitis while parenteral administra- 
tion is more likely to give rise to one of the 
other types of so-called endogenous dermatoses. 
The probability that various reactions can be 
ascribed to the sensitization attributes of peni- 
cillin is now borne out by considerable evidence 
exemplified by reports of positive intradermal 
tests, including Prausnitz-Kustner reactions, by 
positive patch tests, by the Arthus phenomenon, 
by precipitin reactions and in guinea pigs by 
positive Schultz-Dale tests. In human beings, 
however, attempts to demonstrate the presence 
of circulating antibodies, even during periods 
of reactivity, have not met with consistent re- 
sults.’ 


The most common penicillin reaction is urti- 
caria of some degree. This varies from a few 
transient, evanescent, erythematous wheals to 
diffuse massive plaques of angioneurotic edema 
which, however, may be localized to the hands, 
lips, eyelids, tongue, vulva, or larynx. The 
potential dangers of suffocation from the ob- 
struction which may follow the occasional 
laryngeal edema, either that of a focal Herx- 
heimer or angioneurotic edema, must always be 
kept in mind. As shown in Table 1, urticaria 
may be almost immediate or delayed for a period 
of several weeks after instituting penicillin 
therapy. This delayed urticarial type reaction 
is often associated with fever, malaise, pruritis, 
adenopathy, and joint swellings. As pointed out 
by Bauer!’ these urticarial complications are 
“the result of a mechanism analogous to that ob- 
served in the classic urticaria of serum sickness.” 
Clinically, it is indistinguishable from it. The 
acute edematous swelling characteristic of the 
wheal is due to the increased capillary perme- 
ability which follows the release of histamine or 
histamine-like substances at the subpapillary 
level of the skin. 


The ease with which epidermal hypersensi- 
tivity to penicillin can be induced by repeated 
topical application has been reported.’’ The 


relative frequency of contact dermatitis in topical 
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therapy and the increasing number of reports 
of its occurrence in medical personnel handling 
penicillin and laboratory workers is therefore 
inevitable. The usual reaction evoked topically 
is of the contact eczematous type but acute 
dermatitis venenata with vesiculation is not un- 
usual. Either of these may become severe or 








UNTOWARD REACTIONS TO PENICILLIN 





I. Reactions of Hypersensitivity 
(A) Skin and mucous membranes 
(1) Urticaria and/or angioneurotic edema 
(a) Immediate or early (within 48 hours) 
(b) Delayed or serum sickness-like (2 
after beginning penicillin therapy) 
(2) Dermatoses 


or more days 


(a) Contact dermatitis of the skin and/or mucous 
membranes : : ; : 
(b) Maculo-papular (immediate or delayed) including 


morbilliform, pityriasis rosea-like and miliaria-like 
types 
(1) Of hands, feet, and groin 
(2) Generalized 

(c) Recurrent vesicular eruptions (id-like) of hands and 
feet 

(d) Reactivation of other latent fungus infections 

(e) Dermatitis exfoliativa 
(1) Desquamation of palms and soles (usually as- 

sociated with 2(c). 
(i) Bullous eruptions of skin and/or mucous membranes 
(zg) Erythema nodosum 
(3) Reactions at the site of injection 

(a) Immediate simple inflammatory reaction manifested 

by varying degrees of redness, swelling, heat, and 


pain. 
(b) Delayed inflammatory reactions 
(1) Without necrosis 
(2) With necrosis, abscess formation 
sterile), gangrene and/or slough. 
(4) Dermatoses primarily vascular 
(a) Toxic erythema 
(b) Purpura 


(usually 


II. Reactions of toxicity 
(a) Reactions thought to arise from impurities including 
chills, fever, eosinophilia, headaches, flushing of face, 
muscle cramps, transient azotemia. 
(b) Disturbances in sexual (menstrual) cycle, pregnancy, 
and puerperium. 
III. Reactions arising from faulty technic of injections 
(a) Errors in sterility 
(1) Incidental inoculation of viruses and organisms in- 
sensitive to penicillin, usually resulting from injec- 
tions given to patients in series with same syringe 
but different needles. 
(b) From route of injection 
(1) Angiitis 
(2) Venous thrombosis or embolism 
(3) Arterial thrombosis or embolism 
(c) Intrathecal administration 
(1) Mental aberrations, i.e., mania, or depression 
(2) Syncope 
(3) Convulsions 
(4) Peripheral neuritis 
(5) Pleocytosis 


IV. Miscellaneous 

(a) Herxheimer reactions 
(1) Loca 
(2) Generalized 

(b) Post-penicillin jaundice (hepatitis) 
(1) Infectious 
(2) Obstructive 

(c) Bronchial asthma 

(d) True anaphylactic shock 

(e) Hydrarthrosis 

({) Increased coagulation of the blood 








Table 1 
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widespread and may be associated with ids. 
There is a predilection for the eyelids and face 
which also extends in a great measure to the 
adjacent mucosal structures of the mouth and 
nasopharynx. An incidence of stomatitis or 
glossitis as high as 17 per cent has been re- 
ported in one study using penicillin troches.'* 
Other reported experiences with a smaller series 
of cases resulted in an incidence of 10 per cent 
using lozenges, tablets, or troches orally.'5 Sig- 
nificant alterations in the bacterial flora of the 
mouth have been found; inflammatory changes 
associated with infection with bacteria insensi- 
tive to penicillin account for some of the altera- 
tions seen. Stomatitis may occur as a localized 
sensitivity or as a part of a generalized erup- 
tion; it may be an initial manifestation or a 
reactivation of previous sensitization. The types 
of allergic or toxic reactions associated with 
oral or topical penicillin therapy have varied 
widely. Symptoms observed include soreness 
of the tongue and throat with sensitivity to hot 
food, extreme dryness of the lips, burning sen- 
sations, impaired taste, exfoliative lesions and 
perleche-like fissures at the labial commissures. 
It is not surprising that such lesions have been 
confused with stigmata suggestive of vitamin 
deficiency, with the effects of irritant mouth 
washes, and with oral fungus infections. Further 
evidence of specific vitamin deficiencies have 
appeared in the British medical literature.'® 
While in one case we have been able to pro- 
duce a discoloration of the tongue by prolonged 
contact with penicillin lozenges we have so far 
been unable to correlate lowered nicotinamide 
blood or urine levels with any case of glossitis 
or stomatitis coming under our observation. The 
inflammatory reaction seen in reactions of hyper- 
sensitivity of the mucous membranes is usually 
symmetrical and diffuse receding in 2 to 6 days 
after discontinuing penicillin. In cases of 
glossitis we have observed no significant per- 
manent alterations of the lingual papillae. In 
our experience analogous susceptibility of mucous 
membranes other than those of the oral cavity 
or eye have not been found. Pierce,!’ for ex- 
ample, has used vaginal suppositories containing 
300,000 units of penicillin in over 500 obstetrical 
cases postpartum without encountering a single 
instance of hypersensitivity. In a smaller group 
of 16 patients, using rectal suppositories con- 
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taining 100,000 units of penicillin in a coco- 
butter base, we did not encounter a single case 
of proctitis venenata. The findings of the 
British investigators McLachlan and Brown! 
concerning the effects of parenterally adminis- 
tered penicillin on menstrual and other sexual 
cycle functions, to our knowledge, has not been 
encountered in America. Their clinical material 
comprised 216 unselected, non-pregnant women 
who were observed for a minimum time of 4 
post-treatment menstrual cycles and 32 pregnant 
women who were treated at various stages of ges- 
tation. The treatment of an additional group of 
16 women was begun during the puerperium. 
Various batches of sodium and calcium salts of 
penicillin in aqueous solutions or beeswax-arachis 
oil or beeswax-oleate emulsion were used in 
dosages of from 100,000 to 300,000 units. 
Menstrual cycle sequelae were reported to occur 
in 91.3 per cent of the 206 non-pregnant women, 
the principal changes being lengthening or short- 
ening of the cycle or duration of flow and 
dysmenorrhea. Uterine bleeding or cramps or 
both occurred in 43.8 per cent of the pregnant 
group receiving penicillin therapy. In one case 
it was thought probable that penicillin treatment 
precipitated the onset of labor in the seventh 
month. Changes in the lochia were observed in 
75 per cent of a group of 16 women treated 
during the first 2 weeks post-partum. Increased 
blood loss was seen during this period in 4 cases, 
decrease in 7 and complete cessation in 1. Lac- 
tation was said to be diminished in 75 per cent 
of this group usually limited to the period of 
injection with rapid gain of normal function 
when the drug was stopped. Permanent cessa- 
tion of lactation occurred in 25 per cent. These 
investigators suggest that these effects were 
due to impurities in the penicillin. With this we 
agree for despite greatly increased penicillin 
dosage and usage since the war, the absence of 
such sequelae in patients treated with pure 
penicillin is remarkable. 

Numerous, multiform, erythematous and pap- 
ular types of so-called endogenous penicillin 
dermatoses have now become familiar including 
scarletiniform eruptions. The most common 
form seen in this group is a red maculo-papular 
eruption, immediate or delayed. As seen from 
the information in Table 1, variants of these 
have also included pityriasis rosea-like and 
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miliaria-like types. This group of dermatoses 
are especially prone to involve the flexures of the 
wrists, elbows, and groins but may also be gen- 
eralized. Varying degrees of pruritis have been 
observed and may persist for several days to 
several months. Vesiculo-bullous eruptions (Fig. 
1), if widespread, are more apt to eventuate in 
generalized exfoliative dermatitis if they appear 
during the course of intramuscular, intravenous 
or oral administration. A peculiarly character- 
istic vesiculo-bullous cutaneous reaction is that 
seen at the sites of previous fungus infections. 
Apparent reactivation of old trichophyton infec- 
tions have been described.!9 Whether such 
hypersensitivity may result from previous con- 
tact to the penicillin elaborated by other fungi 
in vivo during preceding attacks of dermatophy- 
tosis?° by cross-sensitization or by conjoint 
sensitivity?! is still a moot question. 


As with other drug fevers, the sustained fever 
of penicillin sensitivity or toxicity is character- 





Fig. 1 
A generalized bullous eruption in a 50-year-old colored 
man appearing on the fifth day after intramuscular in- 
jection of 300,000 units of penicillin in oil and beeswax 
(Romansky formula). Note the confluence of lesions and 
tendency toward exfoliation. 
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ized by the fact that the patient appears less 
ill than would be expected with the height of 
the fever; there is an absence of collateral signs 
of infection notably leukocytosis, increased pulse 
rate, increased sedimentation rate or alteration 
in the Waltmann band. Lastly, there is an 
abrupt fall in temperature after cessation of 
penicillin therapy. 


The military experiences of Cormia?! early 
brought to light various mental aberrations 
which may be encountered in patients receiving 
penicillin. The drug also has an irritative action 
on nerve tissue and may produce convulsions 
when applied in sufficient concentration to the 
cerebral cortex.2> This is borne out by the re- 
ports appearing in the literature of convulsion 
phenomena following direct application of the 
antibiotic to the central nervous system using 
either the intraventricular or _ intrathecal 
route.24 25 26 


The technic employed in some quarters, of 

administering penicillin to a series of patients 
by using one syringe for all but separate needles 
for each has been shown by Hughes’® to be a 
dangerous procedure. His investigations have 
shown that viruses and organisms insensitive to 
penicillin may be transferred from one patient 
to another by means of the syringe contaminated 
by 
“3 possible mechanisms: (1) back pressure forcing fluid 
from the muscle into the needle, (2) spread of blood 
from the tip of the needle towards the syringe and 
(3) suction when removing the needle from the syringe 
aspirating the needle contents back to the tip of the 
latter.” 
The outstanding example following such con- 
tamination is that of post-penicillin jaundice 
(hepatitis). In syphilitic patients receiving 
penicillin, however, Stokes?’ has shown yet an- 
other pathological process producing jaundices: 
“Rapid healing with fibrosis in the liver results either in 
a diffuse contraction or localized deformities which 
affect the patient by obstructing his portal circulation 
with resulting ascites or by producing severe intractable 
jaundice.” 

There is widespread acceptance of the idea 
that penicillin reactions are on an antigen anti- 
body basis. If this is true then the severity of 
reactions to penicillin therapy or mucocutaneous 
testing depends on the site, rate, and number of 
antibodies formed. This also probably explains 
periods of relative anergy encountered. Em- 
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Type of Test Indications For Criteria of Results Grading of Results Interpretation 
Patch No reaction 0 No epidermal sensitivity 

present. Anergic phase 
Dermatitis venenata, Erythema bee 
contact-eczematoid Erythema and edema 2+ 
dermatoses Erythema, papules and a few 
vesicles 3+ 
Erythema, edema, many vesicles Epidermal! sensitivity 
and in some cases ulceration* au present 
Mucous membrane Stomatitis venenata, No reaction 0 Mucous membrane sen- 
contact test glossitis, perleche, sitivity absent. An- 
cheilitis, etc. ergic phase 
Erythema 1+ Mucous membrane sen- 
Erythema and edema 2+ sitivity present 
Erythema, edema, ulceration or 
necrosis 34-44 





Intradermal 


Urticarial wheal not exceeding 0.7 
cm.7 in diameter in 20 minutes; 
no delayed reaction in 48 hours 


Control type response; 
no endogenous sensi- 
tivity present. An- 
ergic phase 





Endogenous types of 
dermatoses or vis- 
ceral reactions pseudopodia, 


in 6 hours. 


Urticarial wheal 1.5-6 cms. in di- 

ameter central pallor spreading 
appearing 
minutes, frequently accentuated 
No 24-48 hour de- 
layed response 


Positive (reagino- 


V I Endogenous sensitivity; 
genic) reaction 


circulating antibodies 


in 20 (?) present 





Urticarial wheal of + erythema 


appearing in 24-48 


ours 


Delayed response Endogenous (tuberculin 
type) sensitivity pres- 


ent 








*After Gottschalk and Weiss.!% 
tAfter Cormia and Lewis.?® 


Table 2 


pirically, especially in the contact-eczematoid 
groups of dermatoses, the nearer one approaches 
the site of initial contact with the penicillin 
antigen the greater the cutaneous response. 
Cutaneous testing should not be done haphaz- 
ardly or indiscriminately but the time, the site, 
concentration of the antigen and the type of 
test employed should in each case be suited to 
the shock organ involved. The value of cutaneous 
testing should not be overemphasized. When 
properly done and interpreted, accordingly, we 
have found mucocutaneous testing helpful in 
about 24 per cent of the patients as a pre- 
administration precaution or in the management 
of reactions of hypersensitivity. The above 
table presents data which may be regarded as 
suggestive or corroborative but never conclusive 
in determining the causal role of penicillin in 
such altered reactivity. 


SUMMARY 


A clinical classification of reactions to peni- 
cillin is outlined. Some of the salient features of 
the reactions and some conclusions regarding 
mucocutaneous testing are discussed. 
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THE DISAPPEARING GENERAL 
PRACTITIONER: THE CAUSES, 
EFFECTS AND REMEDIES* 


By Steve P. Kenyon, A.B., M.D. 
Dawson, Georgia 


After every great war there is the inevitable 
period of turmoil, indecision and finally revolu- 
tion or reconstruction. We are in the midst of 
such a period today. It is universal. It is inter- 
national, national and local. Government, judici- 
ary, religion, education, medicine, industry, agri- 
culture and labor all are facing new and more 
puzzling problems. 

But the one problem that is receiving the at- 
tention and concern of all these groups is the 
disappearing general practitioner of medicine 
and the consequential proportionate medical care 
reduction, particularly in the rural areas. A 
human being with his bodily ailments is the 
common denominator in the problems of all 
groups, because the greatness of any race of 
people or any nation is dependent upon the 
health of its people. 

Heretofore the average American physician 
has been so intent in his efforts to improve 
scientific knowledge and lower morbidity and 
mortality rates that he has ignored the social 
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and economic side of medicine. Almost over- 
night this important aspect of his profession was 
forcibly brought to his attention by the virile 
threat of Federalized control of all medical care. 
So today organized medicine has not only be- 
come awake, but it has become alert and vigor- 
ous. It realizes that if it is to survive that it 
must formulate and offer the solution to the 
problem of rendering medical care proportionate 
to present-day scientific knowledge to all people, 
regardless of race, creed or color, whether they 
live in the city or in the country. 

Therefore, I think it proper and timely for 
us, the members of the Southern Medical As- 
sociation, whose clientele composes the largest 
rural and agricultural section of our nation 
seriously to study the problem about which I 
speak today. 

Since early colonial days, America has been 
nurtured on the knowledge and confidence that 
its medical care was safe in the hands of the 
general practitioner. He took his stand beside 
the early pioneers and shared with them all 
the hardships, disappointments and struggles as 
they slowly hewed their way westward. He has 
been a soldier in every great war from the days 
of the Indian raids until the conflict just ended. 
He took life in his stride, asking no quarter and 
giving none. He fought disease with whatever 
was at hand. Whenever called to see the sick, 
he went: first with the horse and saddle bags, 
then the horse and buggy and finally the baby 
Maxwell or the Model T Ford. He was physi- 
cian, friend, lawyer, adviser, arbitrator and 
father confessor to his community. He has had 
the love, respect, and admiration of his people. 
He was and is as typically American as Daniel 
Boone, George Washington, Abraham Lincoln 
and Theodore Roosevelt. Many are the legends 
that have been written about the country doctor; 
yet not one spoke of him in derogatory terms, not 
one but held him in lovable fashion and not one 
but made us a little warm inside and the hair on 
our heads tingle with excitement because we 
were fortunate enough to belong to his pro- 
fession. Is it then queer that this nation should 
feel concern because of the possibility that the 
country doctor may soon disappear? 

It is not my purpose to eulogize the American 
general practitioner of medicine. His record of 
achievement is a monument of glory bigger than 
man can erect. My description of him is only 
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a matter of record in order to formulate a 
premise for this discussion. 

American medicine has developed the most 
effective and the most widely distributed medical 
care that has ever been provided for any com- 
parable number of people anywhere, at any time. 
In the past 150 years the average time that a 
man will live has been nearly doubled. A child 
born in 1942 has the prospect of living 12 years 
longer than one born in 1900. In 40 years the 
death rate has been reduced from 1,775 to 1,060 
per hundred thousand. In the war just ended, 
only 1.5 per cent of the injured failed to recover. 
In 1944 the United States had the highest gen- 
eral level of health and the lowest death rate 
ever known for a like number of people under 
similar conditions. And the general practitioner, 
with all his faults, with no prestige or rating 
in the Armed Forces and Veterans’ Bureau, and 
with most hospitals closed to him, rendered 80 
per cent of the medical care in the United States. 


In the eyes of the public, American medi- 
cine and the general practitioner have been 
synonymous terms, and the public’s respect for 
the medical profession as a whole has been de- 
termined not by the educational level of the 
diplomate of some specialty board, and the 
specialist himself, but by the medical knowledge, 
the dependability, the understanding and the 
indefatigability of the family physician. 

The general practitioner is fast disappearing, 
and with his disappearance there is a relative 
demand for some agency or agencies to take his 
place in the rendition of medical care to the 
people in the rural areas and to all people in 
the middle and low income groups wherever 
located. The re-establishment of the general 
practitioner or family doctor, in the medical 
care of American life, is the problem of organized 
medicine. In trying to arrive at the solution, let 
us first analyze the causes of this change, then 
its effects, and finally some of the remedies 
available. 


CAUSES 


(1) There is an ever increasing concept among 
the faculties of medical schools that medicine is 
an exact science and that only members of 
specialty boards are capable of teaching medi- 
cine. This has infected the students with the 
belief that only diplomates of such boards can 
render good medical care, and all those not so 
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qualified are poor doctors, without prestige. Who 
is responsible for this new philosophy of medical 
education, that there is no place in medicine for 
the general practitioner, I am unable to state. 
Every one concerned denies such a charge, but 
we who are realists can testify to the truth of 
such statements, and we know that they are 
one of the fundamental causes why the medical 
graduates of today do not care to do general 
practice. 


(2) Also in keeping with the above concept, 
is the knowledge that the general practitioner, 
regardless of ability and experience, had sub- 
standard ratings in the Army, the Navy and 
the Veterans’ Bureau. This statement is denied. 
But for the truth of it, talk to many well quali- 
fied general practitioners of long experience, as 
I have, who served under and did the work 
for a younger officer of higher rank, who had 
become a diplomate of some specialty board by 
intensive study rather than by actual experience 
in caring for the sick and injured. Also, ask 
the American soldier, whether officer or private, 
whom he preferred for his physician in the 
Army, whether the intensively trained, well edu- 
cated specialist without general experience or 
the kindly man not so highly educated but with 
years of experience in caring for the sick? The 
answer is obvious. 


(3) There is an almost universal rule among 
hospitals of limiting their staff members to 
diplomates of specialty boards. 

(4) The opinion is general that practice in 
the urban areas is less arduous and confining, 
with the possibility of larger incomes. 

(5) There are lack of hospital and other 
medical facilities in the rural areas, and without 
such facilities the efficiency of the physician is 
reduced. 

(6) Better educational, social and recrea- 
tional opportunities are offered the doctor’s 
family in the cities. 

(7) It is impossible to secure proper nursing 
services for one’s patients in the small towns 
and rural areas. 


EFFECTS 


(1) There is an unbalanced distribution of 
medical personnel, with over-saturation in the 
cities, and a decided decrease or no medical 
care in the rural areas. My state is a very good 
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example of this statement. Georgia has a pop- 
ulation of about 3,300,000 with 2,168 active 
physicians, 200 of whom do institutional work, 
a ratio of one physician to 1,600 people. Atlanta 
has a population of approximately 475,000 with 
700 doctors, a ratio of 1 to 680. There are two 
Georgia counties without doctors, 15 with only 
one, and 10 with two. The Georgia Department 
of Public Health needs and has the money to 
pay 40 more doctors but cannot find them. 


(2) The cost of medical care has increased, 
because as rural areas are depleted of physicians 
the sick must be transported to hospital centers 
for necessary medical care, there, in many in- 
stances, to be referred from one specialist to 
another for the proper diagnosis, when the diag- 
nosis might have been made by one competent 
general practitioner trained to treat the in- 
dividual rather than the component parts of 
the human body. 


(3) The present trend of medicine has so 
permeated the nursing profession that nurses, 
too, have centralized in the cities and large hos- 
pitals, and are unwilling to care for the sick in 
the rural areas. 


(4) There is the active threat of Government 
control of all medical care, as proposed in the 
Murray-Wagner-Dingell bill of our National 
Congress. 


REMEDIES 


(1) It seems to me that the present concept 

and philosophy of medical education needs a 
complete revision. In former days American 
medical colleges, with such teachers as Osler 
and Janeway, nurtured their students not only 
on scientific knowledge, but also on moral 
knowledge as taught by the age-old Oath of Hip- 
pocrates. He, the student, was taught that 
realism, courage, honesty, and unselfish service, 
mixed with learning, were the fundamental 
requisites of a good physician. Beginning with 
the freshman class, the principles of medical 
ethics should be instilled into the student until 
he begins to know that, 
“A profession has for its prime object the service it can 
render to humanity; reward of financial gain should be 
a subordinate consideration. The practice of medicine 
is a profession. In choosing this profession, an in- 
dividual assumes an obligation to conduct himself in 
accordance with its ideals.” 


Very little is heard of training physicians for 
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general practice. Today the question through 
four years in medical school is, ““What is to be 
your specialty?” The curriculum of most medical 
schools points to specialism or scientific re- 
search, with no thought of who is to care for 
the majority of the sick people. Dr. George 
Baehr, of New York, President of the New 
York Academy of Medicine, speaking of educa- 
tion for the general practitioner, says: 

“Get practical teachers! In our medical schools the 
professors are quite properly full-time experts. But very 
few of them have ever practiced medicine. They 
haven’t any idea of the problems of the general prac- 
titioner. One is astonished, on coming in contact with 
them, what a poverty of information exists there. 
The teaching of medicine must be in the hands of men 
who have some understanding of the problems of sick 
people. Only a reorganization of our schools’ medical 
departments can achieve this.” 

I hope I can live to see the day when some 
American medical school will have the courage 
to point to the fact that its school and hospital 
connections are designed for the general prac- 
titioner of medicine; and that to be such a 
physician, a good general practitioner, carries 
with it the highest rating in medicine. 

(2) The present method of having relatively 
short intensive courses, whereby an applicant 
with very little actual practical experience may 
become eligible for some specialty board, seems 
wrong and leads to over-specialization. I believe 
that the membership of all specialty boards 
should be limited and that eligibility for quali- 
fication before any board should be dependent 
upon a given number of years of private practice 
of medicine, preferably as a general practitioner. 
I have no fight upon the specialists. I honor 
them and hold them in the highest esteem for 
the major part they have played in bringing 
American medicine to its high peak of perfec- 
tion. Yet the ratio between specialists and gen- 
eral practitioners is rapidly reaching a dangerous 
point. Whenever the specialists outnumber the 
general practitioners, then medical care for the 
common illnesses will have to be furnished by 
some government agency, whether Federal, state 
or municipal. 


(3) Young doctors ready to locate should be 
able to find medical facilities in rural areas at 
least partly in keeping with those to which they 
became accustomed in student and internship 
days. This will require hospitals or some type 
of medical facility construction in every trading 
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center. They should include diagnostic equip- 
ment, and trained personnel. Centrally localized 
pathologic laboratories and film reading centers, 
maintained by the state, would be an ideal 
arrangement. Some men object to this idea 
because they think it is bordering upon socialized 
medicine. I see no more threat of social medicine 
in this proposal than in the present state public 
health laboratories, state owned tuberculosis 
hospitals and insane institutions. 


(4) A guarantee by the state of minimum 
incomes to doctors practicing in rural areas of 
course, would be a radical departure, yet it may 
be necessary in solving the problem of rural 
medical care. 

(5) The adoption is needed of a standardized 


non-profit prepayment medical care insurance 
plan. 


(6) Annual post-graduate courses, especially 
designed for the general practitioner should be 
arranged by state medical associations with an 
honorarium to the participating doctors, paid 
by the state. We are working on such a plan 
in Georgia, with the cooperation of our two 
medical schools. 


(7) Well qualified general practitioners should 
be permitted to join the staff of general hos- 
pitals and to place their medical, obstetrical and 
traumatic cases in such hospitals for treatment. 
Why the arbitrary rule by hospital staffs that 
a graduate of a well accrediated medical school, 
with a year’s rotating internship, licensed by 
his state examining board, and a member in 
good standing of his county medical society, is 
not qualified to practice medicine in a hospital 
is beyond my comprehension. The Council on 
Medical Education and Hospitals of the A. M. 
A. with its properly rigid rules is frowning upon 
this custom, and there is every indication that 
it will become so unpopular that it will be re- 
pealed. Then the general practitioner can feel 
easy to roam the halls, chart rooms and bed- 
sides of hospitals without feeling that he is the 
bastard child in medicine; then he can work in 
harmony and advise with the surgeon, internist 
or other specialist about his and their patients, 
and thereby render better medical care. 


(8) During the war just ended nurses’ aids 
did a splendid job in relieving the shortage of 
nurses in many public and private hospitals. 
Following this idea, I believe that organized 


KENYON: DISAPPEARING GENERAL PRACTITIONER 


623 


medicine should sponsor a plan to include nurses 
aid courses in the curriculum of all senior high 
schools for girls. These courses should be taught 
by well qualified graduate nurses, paid by the 
state, and should be mandatory. These girls 
could be of tremendous help in caring for the 
sick, in times of emergencies, particularly in 
the small towns and rural areas. Then those 
who marry and become mothers would have 
some conception of assisting their physicians in 
caring for and nursing their own children. 

Also, I believe that organized medicine should 
endorse the policy and adopt a plan for stand- 
ardization of the smaller hospitals for nurses 
training schools. Now, nurses are trained only 
in the large city hospitals. They are so well 
trained in medicine and medical technic that 
upon graduation very few are willing to nurse 
sick people, except under certain conditions ap- 
plicable only to city hospitals. I favor the re- 
opening of the small approved rural hospitals for 
nurse training. It does not take a girl with a 
college degree to make a good nurse. There are 
hundreds of girls, recently graduated from high 
schools, who would welcome the opportunity to 
train in a small hospital. And they would make 
good nurses, nurses willing to care for the sick 
in rural areas. 


(9) It is desirable to foster the growth and 
perpetuation of the American Academy of Gen- 
eral Practice. I believe that this new organiza- 
tion can do much towards raising the standards 
of general practice and thereby making it attrac- 
tive to recent graduates in medicine. The 
Academy is already being accused of belonging 
to the pressure groups. That is well and good. 
If it takes pressure to place the general prac- 
titioner back again in the forefront of American 
medicine, then we should use all the pressure at 
our command. 

The busy practitioner has done and is doing 
a splendid work for the American people. Dur- 
ing the recent war thousands of them sacrificed 
their health, and many their lives, in trying to 
render the medical service that was needed by 
the public. They received no citations, no pro- 
motions and no public acclaim for doing a job 
beyond their established duty. I think they 
should be recognized and their life made a little 
bit easier. I believe that the proposals here fur- 
nished will do just that. I hope at the proper 
time they will have your support. 
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THE ROLE OF THE SMALL COMMUNITY 
HOSPITAL IN MEDICAL EDUCATION* 


By Witu1am T. SANGER, M.D.t 
Richmond, Virginia 


The community hospital of less than one 
hundred beds may come into its own within the 
next half decade. That will depend upon (1) 
the hospital itself; (2) the medical school with 
vision to extend its campus out into the state; 
(3) a state-wide, or at least regional, integrated 
hospital program in which the community hos- 
pital is a unit and the medical school is another 
unit. 


When the small community hospital begins 
to function in relation to the large teaching hos- 
pital, its medical personnel will be rounded out 
in greater completeness and interns properly 
made available; its technical personnel will be 
better prepared and more stable; its nursing 
service substantially bettered; its dietetic pro- 
gram and its administration strengthened, all of 
which will bring better care to patients. 


There are several possible approaches to link- 
ing up a small community hospital with a large 
medical center. At the Medical College of Vir- 
ginia, Richmond, we have found the teaching 
approach the most natural. Informal agreement 
was reached with four outlying hospitals within 
a radius of 100 miles to furnish interns on a three 
months’ rotation, provided they were given 
proper educational experience. At the same time 
we were to furnish whatever specialists the hos- 
pitals might choose for stated visits to them in 
order to make rounds in a manner similar to 
rounds made with interns by the staff of our 
own teaching hospitals. This would give oppor- 
tunity to visit the interns on the job, check 
their experiences, and enlarge and enrich these 
in instances. Consultants and teachers in the 
laboratory fields were similarly to be pro- 
vided. We were also to assist wherever possible 
with the problems of nursing in small hospitals, 
assist administrative personnel, meet with hos- 
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pital boards and perform whatever service the 
local situation might require. The teaching 
emphasis was thus to run throughout the rela- 
tionships established between the medical center 
and these small hospitals. 


As was to be expected we found that con- 
sultants, particularly those used more frequently, 
did their work best if their visits to outlying hos- 
pitals were regularly scheduled. For example, 
our men in obstetrics held clinics, made rounds, 
consulted in regard to individual patients, and 
performed whatever service seemed advisable 
when scheduled every other Saturday at the four 
hospitals. Arrangements, including teaching 
cases, had been previously worked out by the 
hospitals, generally with the assistance of public 
health nurses. The effect of these visits was 
cumulative and so far as we have been able to 
ascertain much appreciated by the physicians 
whose patients were involved and we hope the 
service to the patients has been significant. 
Intern participation developed routinely. 


Likewise, representatives of our staff in medi- 
cine and surgery made their visits to the co- 
operating hospitals in time on a rather fixed 
schedule. Generally speaking, visits by the other 
specialists have been made less frequently; 
occasionally special calls have come to us for 
unscheduled visits. Representatives of the de- 
partments of neurosurgery, orthopedics, urology 
and similar specialties have most often been 
called for special visits. 

An experiment has been made in scheduling 
conferences for administrators and other workers 
at our institution. Similar conferences have been 
considered for the different participating hos- 
pitals in order to bring personnel from the dif- 
ferent hospitals to the various institutions in- 
volved in the project. Interinstitutional visiting 
is generally stimulating and broadening even 
when special conferences are not set up to attract 
participation. 

Apart from the board of the community hos- 
pital, its medical staff, et cetera, one of the most 
important factors in any such program as the 
one here sketched is the presence of at least 
one able, enthusiastic, never-tiring member of 
the medical staff in each of the hospitals upon 
whom the director of the regional hospital pro- 
gram of the medical school can rely to keep the 
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program brought to the hospitals moving for- 
ward without lag and strain. Everyone im- 
portantly connected with the community hos- 
pital must find out on the basis of experience 
that the medical school fostering the regional 
program has no ulterior, selfish motives, that the 
whole program is educational in the best sense, 
and as a result both the community hospital and 
the medical center profit as from any other 
sound educational undertaking. 


After the first stages of the educational work 
for the community hospital have been accom- 
plished and there is general happiness as a result, 
one can visualize the outlying hospitals as a 
place to send a few senior medical students for 
their elective periods of a month. They will 
probably do best when assigned to particular 
staff members who will accept responsibility, 
along with their colleagues, for the education of 
the student when in the field. If the educational 
offerings of the community hospital justify, ad- 
ditional students may be assigned, all to be fol- 
lowed up by members of the faculty of the 
medical school when making routine educational 
trips to the local hospitals. 


Generally, senior students sent to community 
hospitals for undergraduate instruction are not 
sent because the teaching hospital furnishes in- 
adequate educational resources but rather to give 
students educational work in a different environ- 
ment. Further, the problems inherent in medical 
care in the smaller community can hardly be 
well understood apart from experience in such 
communities. If the quality of the care in the 
small community hospital, close to its people, 
reaches a high level, which can be expected in 
a regional hospital program of quality, students 
will return to the medical center with new con- 
clusions and convictions with reference to the 
possibilities of practice in towns and smaller 
cities with the smaller type of community hos- 
pitals. For years medical schools have been 
educating their graduates away from small com- 
munity practice. The only hope of reversing 
this process is reaching out with a vital educa- 
tional program to the small hospitals willing to 
cooperate, developing strong ties of friendly as- 
sociation, which lead to giving the small com- 
munity hospital the best the larger medical 
center has to offer, breaking down isolation, 
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which every professional person fears, and de- 
veloping a oneness of interest and purpose both 
for the small and the larger center. Thus every- 
one concerned profits, the patient most of all 
in the ultimate. 

When states, under the stimulus and the re- 
sources to be supplied by the Hill-Burton act, 
develop hospital systems coordinated and inte- 
grated with the larger centers serving the smaller 
centers, including every possible educational re- 
source, then we may expect a new day in medi- 
cine, a reasonable supply of practitioners for the 
smaller communities, and a very much larger 
educational responsibility for medical schools. 
Then their campuses will reach just as far as 
their interests and educational services. It would 
seem that medical education is in transition; just 
how far its community responsibilities will reach 
is not now easy to predict but the day cer- 
tainly is passing when medical schools and teach- 
ing hospitals can concern themselves only with 
operations at the “home base.” It may well 
turn out that the small community hospital is 
about to play a role in medical education, post- 
graduate, graduate, and undergraduate which 
even the best seers among us cannot quite divine 
at present. 

Finally, the Medical College of Virginia has 
deemed it a privilege, it may be said, to experi- 
ment modestly with a regional hospital program 
assisted all around by the Commonwealth Fund 
both financially and by stimulating visits to the 
area by its representatives for numerous helpful 
discussions. A grant from the Kellogg Founda- 
tion for continuation study has also played an 
important part in certain aspects of the program. 
To date we have stuck to the original undertak- 
ing, work with four outlying smaller hospitals in 
order to gather experience. We intend deliber- 
ately to evaluate it before extending the project 
to include other hospitals, although four other 
communities have asked for the same, or similar, 
service given the original group. 





DISCUSSION (Abstract) 


Dr. Thomas M. Peery, Washington, D. C.—Without 
detracting from Dr. Haag’s presentation in any way, it 
might be well to pay a brief tribute to Dr. Sanger for 
his missionary work in this field. The change of 
viewpoint in medical education has been mentioned. 
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Formerly when the student finished medical school the 
medical school was through with him. Dr. Sanger de- 
serves credit as one of the leaders for this changing 
attitude. 


I would like to point out some of the differences in 
the problems that may exist in different areas. The 
state institution is probably in a more favorable posi- 
tion to carry out work of this sort than is the privately 
operated medical school. The state institution with its 
connections through the state legislature down to the 
people, and with the county hospitals in the rural com- 
munities, is more acceptable for the sort of service which 
is offered. 


The other point is, of course, that the funds for the 
support of this sort of effort, once the need is estab- 
lished, can be derived from state sources not available 
to other schools. 


Another problem that would vary throughout the 
different parts of the country is the relationship between 
rural areas and suburban areas. George Washington 
Medical School in Washington, D C., has, of course, 
no state that it can rightly call its own and that will 
assume responsibility for it. Dr. Sanger at a meeting 
recently where this was mentioned very generously said 
that he would be glad to cede to us northern Virginia 
if we wished to work in that area, but I do not know 
that that quite makes the solution. 


In suburban areas the problem is a little different, 
and yet the solution can be just as effective. In Wash- 
ington in the last year and a half we have attempted to 
be of some aid in the training of interns and residents 
in the smaller hospitals not officially affiliated with 
medical schools. We have offered part-time formal 
courses in the basic sciences to aid those men in qualify- 
ing for their specialty boards. I am not holding much 
brief for the part-time formal course; I do not think it 
is the solution to the problem, and as an actual fact 
we are not offering that course this year, but I do 
believe the university hospital and the medical school 
itself can, with a little effort, offer a great deal to hos- 
pitals that are located near enough by so that their men 
can be spared from their wards for short times. 


We have put on regularly a conference in surgical 
pathology that is attended by members of the house 
staff of a number of hospitals in the area. By planning 
it late in the afternoon after the responsibilities in the 
operating room have lessened and when ward care has 
simmered down to its base line, it is possible for the 
men to attend, and they feel that they derive a great 
deal from it. 


Another matter whose surface we have only begun to 
scratch is that of having residents assigned to smaller 
hospitals, not for the good they do in the hospitals, 
primarily, but for the good they themselves get. The 
university hospital, set up on a strictly specialized basis, 
sometimes gets far from the problems that will face 
these physicians when they are actually in practice. If 
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they are assigned to a hospital that has a good training 
program, good clinical material and good men, much 
can be gained to supplement the university program and 
be a real addition to the training opportunity. 


We have had this not as an official policy and on a 
very definite basis, but we have made it a practice to 
accept residents who have completed one year, in many 
instances, in smaller hospitals. That fills in another 
gap in that many smaller hospitals can be approved for 
residency training for only a limited number of years. 
The men who take those appointments then have to seek 
the completion of their training elsewhere; yet they 
can be brought into the university picture at a slightly 
higher level than. the man who is fresh from his intern- 
ship, and can fill a real need there. 


I should like to ask Dr. Haag if he would make some 
comment on the cost of this sort of program which has 
been projected and operated at the Medical College of 
Virginia. 

An experience in smaller hospitals tends to incline 
the house officer to think in terms of the medical oppor- 
tunities of the smaller community. With their contacts 
only in cities where medical schools are generally located, 
they do not realize what can be accomplished and what 
opportunities are available to them in smaller com- 
munities, and I think that is one of the reasons why 
small communities are generally short of physicians. 


Perhaps the smaller hospital offers better opportunity 
for training for general practice than the university 
hospital. In particular, I am thinking of emergency 
rooms. The emergency room in many smaller hospitals 
serves as the place where the patient goes if he cannot 
find his own physician, and consequently every type 
of problem will come in there: children with fever and 
convulsions, skin rashes, in addition to the cuts and bad 
accidents that are brought in from the highway, and 
it is as near private office practice in general medicine 
as probably can be reached in connection with a 
hospital. 

I would like to ask Dr. Haag also if he has had any 
experience in sending medical students, as well as in- 
terns, to smaller hospitals. It would be a very desirable 
thing to add to our medical curriculum if a real oppor- 
tunity for training could be arranged, which would 
depend again upon the competence of the staff of the 
hospital to which the men were assigned. 


Dr. Haag (closing). —It would be reasonable to esti- 
mate that on the experimental basis under which this 
program has of necessity been operated, it is costing 
about $15,000 a year. 

No medical students have participated in this program 
during the school year, but on occasion we have had 
students work in them during the summer vacation 
period. 

The boys who do rotating internships are now spend- 
ing three months on service at the community hospital 
selected. 
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EFFECTIVENESS OF VARIOUS 
DIAGNOSTIC CRITERIA IN THE 
RECOGNITION OF SUBCLINICAL 
POLIOMYELITIS IN THE FIELD* 


By Apert E. Casey, M.D.! 
Birmingham, Alabama 
WrtrM I, Fisusern, M.D.? 
Chicago, Illinois 
Irvinc AsrAMs, M.D. 
ARNOLD P. Drucker, M.D 
Davin L, RusBInFINE, M.D 
and 
Irvine Lava, M.D 
(Under the direction of 
HERMAN N. BuNDESEN, M.D., Sc.D.*) 
Chicago, Illinois 


Subclinical poliomyelitis is poliomyelitis with- 
out stiff neck or back and without paralysis, and 
is the usual form of this disease. It was 
demonstrated in 56 (80 per cent) of 71 children 
who had played with one of 25 officially re- 
ported poliomyelitis patients in 22 Chicago 
neighborhoods during 1945-1946.!-? Play took 
place when the reported case was in its in- 
fectious period, namely, 5 days before to 5 
days after the onset of the first symptom or 
fever; and the illness occurred between 5-21 
days after exposure. Our field studies directly 
concerned those children living within a one 
block radius of an officially reported polio- 





*Read in Section on Public Health, Southern Medical Associa- 
tion, Forty-First Annual Meeting, Baltimore, Maryland, November 
24-26, 1947. 

*From the laboratories of the Chicago Health Department and 
the Birmingham Baptist Hospitals. The work was supported in part 
by grants from the National Foundation for Infantile Paralysis, 
Inc., and its Cook County Chapter. For the success of our efforts 
we are indebted to the wholehearted cooperation of nearly everyone 
in the Chicago Health Department and in the Municipal Con- 
tagious Disease Hospital and to Dr. Francis B. Gordon and Frank 
M. Schabel, Jr., of the Department of Bacteriology, University of 
Chicago. We were fortunate in having available in the field the 
wise counsel and constant encouragement of Dr. George W. McCoy, 
Professor of Preventive Medicine and Public Health, Louisiana 
State University School of Medicine, New Orleans. Among our 
field nurses special responsibility was placed on Minnie Altiere, 
Arlene Ross, Fannie Brock, A. Korwin, Lydia Goltz and Amy 
Quinlan. Field records and surveys and the manuscript material 
were prepared with the assistance of our research secretaries, Mary 
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senior author, Bourdon V. Casey. Particular favors were received 
through Dr. Herbert Domke, Chief Medical Officer, and Dr. 
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myelitis patient (age under 5 years where pos- 
sible, hospitalized and with laboratory con- 
firmation, whose date of onset (first symptom) 
was 5 days or less before the initiation of the 
field studies). The first three stools of each 
patient at the hospital were put in 50 per cent 
glycerin in normal saline and stored in the deep- 
freeze chamber. Stools collected 5-21 days after 
exposure to an infectious patient were tested 
for the presence of virus and the spinal fluid 
protein was determined, when possible, between 
25 and 50 days after the first day of exposure 
to an infectious patient. One or the other, or 
both, of these two tests were made on each of 
the 71 children reported. On 51 of the 71 
children the virus of poliomyelitis was recovered 
from the stool, or a delayed determination of 
the spinal fluid protein revealed this value to be 
above 40 mg., or both virus and elevated pro- 
tein were demonstrated. In addition, daily 
axillary temperatures were measured and a 
careful study of the symptomatology was made 
not only in this group of 71 children but also 
at the same time in a group of 342 other chil- 
dren residing in the same 22 Chicago neighbor- 
hoods within a block’s radius of the reported 
cases but differing in that no contact with the 
poliomyelitis patient or with a suspected polio- 
myelitis patient in the infectious period could 
be established. 

Twenty-five (95 per cent) of the 26 children 
with virus in the stool were proven contacts with 
an infectious patient, and only one (5 per cent) 
of the 20 non-contacts tested for stool virus 
was positive. The data on contacts were pub- 
lished before the stool studies were begun. The 
virologist who inoculated the specimens had no 
knowledge of the clinical status of the patient 
and the pathologist who examined the tissues 
from the monkey autopsies had only a tissue 
number and no clinical or virologic data before 
submitting his diagnosis. The field data, the 
virologist’s data and the pathologist’s report 
were in close agreement. In the 22 Chicago 
neighborhoods studied in 1945-1946 there were, 
besides the 71 children reported in this work, 
25 clinical cases of poliomyelitis officially re- 
ported independent of our study (there were 
more than 100 other contact children in the 
same neighborhoods also carefully studied but 
upon whom no virus or spinal fluid data are 








628 SOUTHERN MEDICAL JOURNAL 


available); and 22 additional clinical cases, 
that is, with stiff neck, stiff back or paralysis, 
were uncovered by our field studies. Only about 
50 per cent of clinical poliomyelitis (with stiff 
neck, stiff back, or with transient or permanent 
weakness) was being reported, even with the 
impetus of a special poliomyelitis survey in an 
alerted and well organized health department. 
In many instances the parents did not call a 
physician. In most instances the neighborhood 
family physician toyed with the idea of polio- 
myelitis for several days without making a 
diagnosis. Since most of these children recovered 
without any treatment except bed rest it was 
easy to understand how many cases failed to be 
reported. 


It is not the purpose of this paper to report 
the symptomatology of paralytic or meningitic 
poliomyelitis which has been covered extensively 
by others. This paper will consider signs and 
symptoms of the illnesses which developed in 
the 71 contact children who gave no evidence 
of paralysis, stiff neck or stiff back. Polio- 
myelitis in these children is called subclinical 
poliomyelitis. The symptomatology is compared 
with the symptomatology in 342 children of 
comparable age with the contacts who lived in 
the same block with the reported patients and 
contact children, but who gave no history of 
contact with any other child having an illness 
compatible with poliomyelitis in its infectious 
period. These children were studied in exactly 
the same manner as the contact children and 
during the same period. The following tabula- 
tion indicates the symptomatology observed 
among the 342 non-contacts and among the 71 
contact children with the virus and spinal fluid 
studies. To the left of the table are the actual 
values; to the right are the calculated values 
for the Chi-square test such as might be ex- 
pected to occur, were the symptoms studied in 
a random association. 


It will be seen that the occurrence of running 
nose, cough, sore throat and diarrhea among 
the non-contacts occurred with the same fre- 
quency and the deviations are no greater than 
one might expect to occur by chance. There 
was, therefore, no relation whatever of running 
nose, cough, sore throat or diarrhea with the 
symptomatology of subclinical poliomyelitis dur- 
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ing these two years in 22 Chicago neighborhoods. 

On the other hand, it will be seen that head- 
ache (including neck-ache along the spine), 
constipation, vomiting and fever, and probably 
leg-ache, are symptoms (the fever was fre- 
quently subclinical and was only detected by 
daily axillary thermometer readings) of high sta- 
tistical significance in relation to subclinical 
poliomyelitis. The chance that the incidence 
of fever, headache, vomiting and constipation 
are not related to the symptomatology of sub- 
clinical poliomyelitis is less than one in millions 
and approaches that of certainty. Thirty-five 
(49 per cent) of the 71 children who were 
contacts had fever or a history of fever within 
5-21 days after exposure to an infectious polio- 
myelitis patient. Thirty-one (44 per cent) had 
one or more of the four significantly correlated 
symptoms (headache, vomiting, constipation or 
leg-ache). Twenty-five (57 per cent of 44 
tested) had poliomyelitis virus in the stool; and 
26 (63 per cent of 41 tested) had spinal fluid 
protein above 35 mg. There were 14 (20 per 
cent) without symptoms, fever, virus, or in- 
creased protein. The following tabulation shows 
that 16 (23 per cent) had one only of the four 
criteria of subclinical poliomyelitis, and 41 (57 
per cent) had two or more of the above criteria 
of subclinical poliomyelitis. 

The temperature data may be compiled by 
taking axillary temperatures (full five minutes 
by the clock) in the afternoon and in the evening 
daily from the fifth to the twenty-fifth day after 
the first exposure to a poliomyelitis patient in 
its infectious stage. (We took only one de- 








(Actual) (Expected) 

EI E af 

5 3 6 3 32 

Zz Oo Zz 1S) ann 
Headache .._.. 15 16 25.67 5.33 Sign 
Running Nose _...... 40 8 39.75 8.25 Not Sign 
Constipation 6 9 12.42 2.58 Sign 
0 a 6 32.30 6.70 Not Sign 
Sore Throat _....... 23 7 24.84 5.16 Not Sign 
IE 12 16.56 3.44 Sign 
0 a 1 9.94 2.06 Not Sign 
a 2 3.31 0.69 Prob. Sign 
BPN, siscestnesttaictenicacicess 35 60.45 12.55 Sign 
Total children 342 71 342.00 71.00 
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termination daily, between 9 a.m. and 5 p.m., 
but temperatures occasionally taken by the 
mothers in the evening sometimes showed fever 
rises of considerable degree not shown on our 
single morning or afternoon observations.) 

The spinal fluid determinations should be 
made not earlier than four weeks after known 
exposure (or 214 weeks after the onset of the 
first symptom or fever) unless stiff neck or 
stiff back occur when the spinal may be done 
immediately. The determination should not be 
taken later than 50 days after known exposure 

"or after the onset in the reported patient. The 
cell count should be done as well as the spinal 
fluid protein, but the cell count is usually 
normal by this time. We have begun using 35 
mg. as the critical level of spinal fluid protein 
instead of 40 mg., since a series of controls done 
in the chemistry department of the Chicago 
Health Department were almost invariably un- 
der this amount. We would advise that a 
series of controls be done by the hospital 
chemist and the upper limit of normality cal- 
culated from his data. This may then be used 
in a field study as the limit of the method being 
employed. 


It has become our routine to have the first 
three stools of all poliomyelitis patients or even 
of suspicious illnesses saved in 50 per cent 
glycerin in normal saline in a '%-ounce bottle 
and stored in the deep-freeze chamber. One 
large box will store all the specimens from even 
a large epidemic such as occurred in Chicago in 
1946. The glycerin is used to reduce the bac- 
terial growth in the event that the refrigeration 
is delayed or interrupted. One may then go 
back several years later and test for the presence 
of virus in the stool of any given patient. We 
also routinely save stools on contacts, non- 
contacts, and controls from each neighborhood 
study. 











Number Per Cent 
Completely negative ——..... ikea 20 
| eae PRE Ly 3 
TIE INE cece tecnica 4 6 
Virus only (no spinal fluid).s— ss. 6 9 
Spinal fluid only (no virus)...--_»_=»>E>>S 6 
a 23 
Teo @ mere click. Seana 57 
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It should be stressed that the symptomatology 
reported is minimal. It is believed that children 
of pre-school age are not likely to remember 
or to report all symptoms of minor illness. The 
significance in this study is in the nature rather 
than in the quantity of symptoms reported. 


SUMMARY AND CONCLUSIONS 


(1) The first requirement for the recognition 
of subclinical poliomyelitis is a careful chronology 
of the activities and symptomatology of all 
children in the patient’s neighborhood including 
the patient by a physician having a broad knowl- 
edge of medicine and specially trained in polio- 
myelitis field research. 

(2) Eighty per cent of children under twelve 
years of age, definitely exposed through intimate 
contact of more than 10 minutes duration to a 
child in the infectious stage of clinical or sub- 
clinical poliomyelitis (five days before or five 
days after the onset of the first symptom or 
fever) will probably develop within 5-25 days 
after the day of the first exposure a case of 
subclinical poliomyelitis (if the clinical disease 
does not develop). 

(3) This may be recognized by daily de- 
terminations of the axillary temperature (99.4 
or higher on a single day, or 98.8 or higher on 
two or more days consecutively or alternately) 
or by a daily search for the characteristic 
symptoms which are headache, vomiting, con- 
stipation, leg-ache; or by a determination of 
the spinal fluid protein between 14-35 days 
after the onset of the first symptom or between 
28-50 days after the first day of exposure to the 
infectious patient; or by a determination of the 
virus in the stool, which should be collected for 
the first three days following the onset of 
symptoms. 

(4) Each of the four criteria are of approxi- 
mately equal value when observations are made 
on a child between 5-25 days after known ex- 
posure to a poliomyelitis patient in its infectious 
period. In pre-school children the symptoma- 
tology is somewhat less valuable than the other 
three criteria but among older children or young 
adults the reverse is the case. 

(5) There is no relation of running nose, 
cough, sore throat or diarrhea to the symptoma- 
tology of subclinical poliomyelitis. Among 71 





630 


contact children there was exactly the same 
incidence of these symptoms as among 342 
non-contact children living in the same block 
with the patient and studied during the same 
period. 

On the other hand, the symptoms of headache, 
vomiting, constipation and mild fever were 
highly, and leg-ache probably, correlated to the 
development of subclinical poliomyelitis. 
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DISCUSSION (Abstract) 


Dr. Charles Armstrong, Washington, D. C——There is 
abundant evidence that the poliomyelitis virus is largely 
distributed through the population at certain times, and 
it behooves every physician who encounters vague 
symptoms, especially in a child, to keep poliomyelitis in 
mind. Dr. Casey is correct in emphasizing the careful 
epidemiological personal history in the clinical diagnosis. 

From this group of vague symptoms that are en- 
countered in, as Dr. Casey calls it, subclinical polio- 
myelitis, Dr. Casey has been able to pick those that 
he considers of statistical significance: headaches, vomit- 
ing, constipation, and fever, and the others which he 
feels are not of statistical significance: respiratory symp- 
toms, sore throat, and diarrhea. I wonder, however, if 
we are justified on the experience in Chicago in assum- 
ing that these subclinical symptoms are always the 
same in different outbreaks, in different localities and 
with different strains of virus. Personally, I would 
prefer not to generalize until we have more abundant 
evidence. 

Furthermore, there is nothing specific in any of these 
symptoms. At the National Institute of Health we 


recently had an outbreak of Q fever associated with 
one building. We did not make so formal a comparison 
as was made here with the symptomatology of the 
group of workers in Building 5 with other groups not 
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exposed to that building. We could have shown, I am 
sure, that headache, fever, vomiting, and probably con- 
stipation were symptoms of pneumonic type of Q fever. 


In evaluating symptoms of the type that Dr. Casey 
has mentioned, I think we should relate them to all 
the evidence we can get concerning the case before we 
jump to the conclusion that they necessarily point to 
an infection with poliomyelitis. 


It is interesting that in Chicago the symptoms which 
have been picked out as important point rather, I think, 
to the gastro-intestinal tract, vomiting and constipation, 
for instance, while the infectious disease that he men- 
tions points to five days before or five days after the 
onset of symptoms, when the virus is probably most 
prevalent in the upper respiratory passages. I wonder 
if Dr. Casey would care to comment on this feature, 
and whether he feels this would point to a gastro- 
intestinal type of entrance for the virus, or whether 
he feels that the spread is probably from the upper 
respiratory tract. 


Dr. Albert E. Casey, Birmingham, Ala—I was afraid 
that Dr. Armstrong would ask what the symptomatology 
meant. We are not quite certain whether the subclinical 
disease is the same as the clinical. I was as surprised 
as anybody to find that sore throat is not a correlated 
symptom. It has been suggested that perhaps it is a 
matter of degree, that only when there is enough in- 
fection to have high fever and stiff neck is the throat 
involved enough to be responsible for symptoms. It 
puzzled us a little bit in Chicago to find the virus in 
the throat in 90 per cent of our children in the late 
incubation period, because it disappears very sharply 
with the onset of the symptoms. 


By the way, we did not mean to imply that these 
symptoms were specific. It is only when you have a 
case in the neighborhood, and no other virus disease 
is present, to our knowledge, that among those who 
come down, one should be able to tell the parent that 
this child probably did have poliomyelitis. In any 
neighborhood where cases occur, that is the thing on 
which you are bombarded with questions. We feel that 
about 90 per cent of small children who are exposed 
come down with it, and almost 100 per cent of children 
between 1% and 3. 


The one case that we checked did not have the virus 
in the throat in the late incubation period, and we want 
to check a good many more of the subclinical types to 
see whether the virus is in the throat. 


Somebody else brings out the point that vomiting 
and headaches are symptoms of mild typhus or other 
types of encephalitis. The spinal fluid protein was not 
determined immediately. In suspected poliomyelitis, if 
there is stiff neck, you should do a spinal puncture im- 
mediately ; if there is no stiff neck, wait for three weeks, 
because the spinal protein ha§ a slow rise. It reaches 
its peak only about three weeks afterwards. The results 
that we have tabulated show that in the first two 
weeks the spinal fluid protein in subclinical poliomyelitis 
is as a rule not elevated. 
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OBSERVATIONS ON MOOD AFTER 
STELLATE GANGLIONECTOMY* 


By Louis J. Karnosu, M.D. 
and 
W. JAmes GARDNER, M.D. 
Cleveland, Ohio 


Interruption of the sympathetic outflow to 
the brain is a venerable procedure, having been 
utilized as far back as 1896 by Jonnesco,! who 
performed cervical sympathectomy in the treat- 
ment of epilepsy. Since 1928 the more formal 
and comprehensive studies of cerebral circula- 
tion by Forbes? and Forbes and Wolff* gave 
the neurosurgeon of today a sounder basis for 
his approach to the relief of certain intracranial 
vasomotor disturbances such as migraine and 
vascular headache, where the assumption was 
held that the offending mechanism is an over- 
stimulated sympathetic nervous system causing 
spasm of the cerebral arteries.* 5° 7 


Much more tangible proof of how vascular 
spasm may affect nerve and brain tissue through 
sympathetic overactivity was furnished by Gif- 
ford and Marquardt$ in 1939 when these workers 
demonstrated serious and irreversible changes in 
the macular area of the retina due to spasm of 
the terminal arterioles of the ophthalmic artery. 
This damage could be clearly observed with the 
ophthalmoscope and the findings could be ac- 
curately evaluated. They were found in young 
individuals who were otherwise free of vascular 
disease but who demonstrated a _ generalized 
vasospastic state. 

It remained for Zeligs® to add further light 
on this problem when he demonstrated this 
so-called angiospastic retinopathy was found in 
soldiers in whom it was revealed that fear and 
anxiety induced by the combat situation played 
a prominent role in the patient’s military life at 
the time the retinal vasospasm first developed. 

It is a well established fact that in cases of 
thrombosis of a blood vessel in the leg or the 
arm, there is an associated vascular spasm, and 
it is assumed that because of the activity of 
the sympathetic nervous system, the same situa- 
tion obtains in the brain in and about the area 





*Read in Section on Neurology and Psychiatry, Southern 
Medical Association, Forty-First Annual Meeting, Baltimore, 
Maryland, November 24-26, 1947. 
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which has been subjected to vascular occlusion. 


Such was our working hypothesis in attempt- 
ing to treat a patient who was under observa- 
tion in January, 1946. She was a woman, age 
38, who had a complete left hemiplegia of five 
weeks’ duration due to cerebral embolus or 
thrombosis. This patient had an excruciating 
pain over the entire paralyzed side, a hyper- 
pathia, due to a thalamic or modified Dejerine- 
Roussy syndrome. She screamed whenever the 
left side of the face or the left side of the body 
was lightly touched, a dysesthesia which pre- 
sented a serious nursing problem. 


It is both an appropriate pleasure and a 
timely obligation on the part of the- writers to 
record at this stage that the immediate inspira- 
tion for these studies came from the investiga- 
tions of two workers from the South, when in 
1943 and again in 1946, Risteen and Volpitto,!° 
reported favorably on the use of stellate ganglion 
block in cerebral vascular occlusions and in other 
neurologic disorders. 


Accordingly, in an effort to relieve the cerebral 
vascular pain or spasm in this woman, it was 
decided to block the sympathetic nerve supply 
to the brain. The right or contralateral stellate 
ganglion was, therefore, injected with procaine 
hydrochloride, but the distressing hemi-hyperes- 
thesia was not relieved. Not until both sides 
were blocked and not until several hours later 
was the patient free of the hyperpathic pain, 
after which time her discomfort was entirely 
gone, and it has not recurred since. 

Since then several such thalamic crises have 
yielded to procaine sympathetic block. The 
question can be posed as to what was the mech- 
anism of relief? As far as we know at the 
moment, it was effected.by relaxing the blood 
vessels in and around the thalamus. Most of 
these arterioles arise from the circle of Willis 
and the large arteries emerging therefrom. Only 
recently have these come under the careful 
scrutiny of Alexander!! and Haymaker and 
Papez.!2, From their investigations these ar- 
terioles are present in abundance, and it is as- 
sumed that there is a parallel abundance of 
sympathetic nerve endings in this region.* If 





*In an article released just yesterday Tsukev of Moscow reports 
the results of extirpation of the superior cervical ganglion which 
demonstrates that the sympathetics supply the choroid plexus and 
corresponding structures about the third ventricle. Tsukev, 
Maria: Innervation of the Choroid Plexus. Arol. Neur. and 
Psych., 58:4; 474-483 (Oct.) 1947. 
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one remembers that it is from this very region 
that all sympathetic discharges are said to 
originate, we have the paradox of a brain center 
emanating sympathetic impulses down the cord 
to the thoracic levels and then returning these 
same impulses upon itself through its own 
vascular bed. Whatever such an anatomical 
and physiologic self-regulation may mean is for 
future investigators to disclose. Perhaps there 
is something to the theory that this sympathetic 
detour is a device for picking up modifying 
impulses from a synaptic pool in the thoracic 
cord and is not simply a merry-go-round circuit 
which would seem to be physiologically meaning- 
less. 


Something like five hundred patients have 
either had procaine block of both stellate ganglia 
or were subjected to surgical section of the 
ascending sympathetic chain to the head on the 
neurosurgical and neuropsychiatric service of the 
Cleveland Clinic. Almost every category of 
organic brain disease as well as the common 
types of primary mental and functional nervous 
disturbance are included in this study. In the 
first group were found such conditions as cere- 
bral atrophy, post-traumatic encephalopathy, 
cerebral arteriosclerosis, and parkinsonism. The 
second major division included such entities as 
involutional melancholia, the depressed phase of 
manic-depressive psychosis, several schizophre- 
nias, and a small number of functional neuroses. 


All these patients were subjected to a prelim- 
inary procaine block with approximately 20 c. c. 
of a % per cent solution being injected into 
each side of the neck. The technic of injection 
varied somewhat at different times, but the usual 
approach was through a route where the needle 
was introduced back of the sternomastoid border 
at the level of the sixth lateral cervical process.* 
It was then directed posteriorly and toward the 
median line, so as to avoid the carotid sheath 
to a depth of approximately 2%4 cm. Precautions 
were also taken to avoid entering the pleural 
cavity; otherwise a collapse of the lung or a 
pulmonary emphysema would result. 


The degree of success in procaine block is 
measured by the appearance of an ipsolateral 
Horner’s syndrome with or without lid droop, 





*As demonstrated by Caldwell, Broderick and Rose of New 
Orleans (J. Bone and Joint Surg., 28:3 (July) 1946) and 
adapted from the technic described by de Sousa Pereira. 
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by an almost complete anhydrosis of the same 
side of the face and by a sensation of increased 
warmth in the hand. Some patients report an 
immediate sense of flushing on the side of the 
head ipsolateral with the site of injection. 


In instances where such a preliminary pro- 
caine block gave evidence of improved mental 
or physical state which was regarded as a true 
benefit arising from loss of sympathetic control 
of the cranial contents, this procedure was fol- 
lowed by surgical interruption of the cervicotho- 
racic sympathetic connections to the brain. This 
was produced by a number of surgical man- 
uevers such as bilateral resection of the superior 
cervical ganglion, by bilateral stellate ganglion 
resection or by a bilateral upper thoracic an- 
terior (preganglionic) rhizotomy, the efficacy of 
each procedure being measured by the degree of 
absence of sweating on the face and by the ap- 
pearance of myosis in the pupils. Usually the 
surgical performance was divided into two 
stages, one side being operated upon several 
days before the opposite side. 


These operations were remarkably free of se- 
rious complications. Occasionally the patient 
complained for a few days of laryngeal weak- 
ness and in instances where the cervical gang- 
lion was resected, the patient complained of 
pain anterior to or below the ear, which was 
assumed to be due to an accidental incision 
into the lower portions of the parotid gland. 

Since the purpose of this paper is not to 
proffer the fine points of neurosurgical tech- 
nic or its complications, it is not of immediate 
interest to elaborate upon the surgical prob- 
lems involved but to comment upon some of 
the immediate and remote effects of sympathet- 
ic denervation of the head. 


As already recorded,!> the most constant ob- 
servation which was made in this wide variety 
of subjects was the overwhelming improvement 
in subjective symptoms out of all proportion 
to objective benefits, whenever any improvement 
was demonstrated at all. In cases of locomotor 
defect such as in hemiplegia and parkinsonism, 
where moving pictures were made of patients 
before and after sympathetic resection, actual 
improvement in motor function was relatively 
slight, but at the same time the patients fre- 
quently reported a subjective sense of greater 
facility and celerity of movement, greater ani- 
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mation, less propensity to fatigue, and a host 
of other intangible benefits. The most strik- 
ing after-effect appeared to be a general im- 
provement in feeling tone, a sense of greater 
self-security and an elation which often ap- 
proximated a euphoria. This developed in not 
a few instances within a few minutes after a 
preliminary procaine block. Such a purely ac- 
cidental finding naturally was received at first 
with suspicion, for it may well have been 
prompted by an hysterical anticipation of good 
results or by the suggestive setting incidental 
to the technic. To eliminate this possibility, 
none of the patients was told what to expect 
and all were informed that the technic had 
nothing more than a diagnostic value. 


To offset the possibility that the immediate 
results were reactions to the systemic effects 
of large injections of procaine and not to a 
block of sympathetic outflow to the brain, sev- 
eral patients with mental depression were given 
50 c. c. of 34 per cent procaine by the in- 
tramuscular, gluteal route. In such control 
patients no feeling of well-being or improvement 
in the depressive state was obtained. 


Apparently this by-product of sympathetic 
block which was observed in approximately 60 
per cent of all patients in the entire series was 
the most consistent reaction and the most fre- 
quent one. Certainly where patients believed 
that they obtained benefits we could not see 
or measure, they performed better in motor and 
mental capacities merely because they felt bet- 
ter. In reviewing the preoperative mental status 
of these subjects, it was noted that the greatest 
display of elevated mood was found in patients 
whose organic defect, whatever it may have been, 
was associated with a definite, prolonged anxiety, 
fear or an actual pre-existing mental depression. 


Several questions arise at this juncture. Did 
we relieve these patients of one of the factors 
which contribute to depression or anxiety in 
terms of vasospasm? Was not Royle! carried 
away by the euphoric state he induced by the 
same methods in his patients when he made the 
now discredited claims as to the remarkable re- 
sults he obtained in spastic paralysis and mul- 
tiple sclerosis? ‘He reported striking improve- 
ment in memory and in bad temper in one 
patient, another felt “wonderfully well” and a 
third patient was described as “feeling brighter” 
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twenty days after operation, all of these im- 
provements being more indicative of mental en- 
hancement than motor improvement. 


Naturally, the real test of value of this type 
of sympathetic section lies in the estimation of 
the enduring benefits which can be rightfully 
attributed to it. Perhaps one method of evalua- 
tion lies in applying some of the commonly ac- 
cepted psychometric and personality tests. On 
eleven patients in this study, several tests were 
given both before and after surgical section of the 
stellate ganglion, such as the Hunt Test for 
organic brain damage, the Wechsler-Bellevue 
test, and the Rorschach test. These were car- 
ried out by Mrs. Anne Gardner. The first of 
these for various reasons was abandoned. The 
object of these psychological tests was not to 
make absolute tests of mental state or person- 
ality but to emphasize the differential factors 
which would serve to allow some quantitative 
measurement of the changes, good or bad, which 
could be attributed to the sympathetic block. 


In the Wechsler-Bellevue scores on the eleven 
patients, not one single patient failed to improve 
in some field and most of them improved on 
as many as four or five of the tests. In the 
test for similarities, most of the patients seemed 
to be clearer in their use of words and their 
reaction time was shorter. Digits were easily 
the best indication of improvement. In all 
components of the test, the postoperative patient 
seemed more at ease, was more alert and less 
upset than on the first examination. 


In applying the Rorschach test, the object 
again was to determine comparative capacities 
rather than to investigate the personality make- 
up of each individual examined, and for this 
purpose the ten criteria of organic brain damage 
set down by Pietrowski were utilized. Almost 
without exception, each of the patients showed 
perplexity and impotence in responding to the 
Rorschach cards. In the preoperative examina- 
tion responses were usually accompanied by a 
desire for reassurance, whereas on the second 
examination the patient gave his response with 
conviction and without the need of the psychol- 
ogist’s assurance. Most of the patients gave 
more responses in the second session, and again 
the reaction time of all patients was greatly 
lessened in the postoperative tests. While per- 
plexity in the pre-operative state was evident in 
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all eleven examinations, this manifestation was 
entirely absent in every case except one in the 
postoperative period. In all the patients, for 
the most part, the basic personality structure re- 
mained the same. However, in two cases im- 
provement was so startling as to suggest a 
positive change in the entire personality pic- 
ture. Reaction time was improved in every 
instance, as demonstrated by less groping in 
trying to find the response to the ink blot. 
Better integration of color into the response 
was only slightly in evidence. On the discredit 
side the Rorschach test revealed increased neu- 
rotic tendencies on the second examination, some 
of this anxiety component being attributed to 
the confusion and uncertainty incidental to re- 
turning to or anticipating normal adult life after 
a period of invalidism. 

In the long haul of readjustment to this nor- 
mal adult life after convalescence and under the 
eye of relatives who had been given a few 
general instructions, twenty-two of the patients 
in this series have displayed a number of in- 
teresting benefits or changes which we believe 
can be assigned to cerebral sympathectomy. 
These are now in a postoperative period extend- 
ing from two to fourteen months. Throughout 
this period few, if any, manifest a positive ob- 
jective improvement in a tangible physical 
sense. All good increment remains dominantly 
in the subjective spheres. 

Some of these benefits can be catalogued as 
follows: 

(a) Twelve patients, most of whom have 
parkinsonism move about with greater ease, can 
shave, dress, and carry on with their daily 
tasks with more celerity and less fatigue. 

(b) Five patients, four of whom are arter- 
iosclerotics, are reported as being easier to live 
with, are less irritable and less ridden with 
anxiety. 

(c) Nine patients are definitely improved in 
their capacity to sleep. 

(d) Three patients, all with cerebral arter- 
iosclerosis and hemiplegia report a complete re- 
lief from severe headaches. 

(e) Three patients (all males) are impressed 
by a definite increase in libido. 

(f) Two patients, both parkinsonian, have 
impressed their friends with an improvement in 
speech and with a clearer, firmer voice. 
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(g) Two patients who have returned for fol- 
low-up examination several times, are consistent- 
ly euphoric and have demonstrated this change 
so markedly that they have been regarded by 
friends as being miraculously rejuvenated by 
the operation. 


(h) Two of the patients in this series of 
twenty-two have reported and shown no indica- 
tion of either physical improvement or benefit 
in emotional tone. 


From these scattered findings it is not feasible 
to draw any specific conclusions, but the general 
impression is justified that behind them all is 
a common denominator which lies in the realm 
of subjective feeling. The psychometric tests, 
the tests for personality differentials as well as 
the follow-up study of a small fraction of these 
patients does allow the conviction that a sev- 
erance of the sympathetic nervous system to the 
head tends to enhance feeling tone in the 
direction of a euphoria and that almost all other 
benefits which ensue are secondary manifesta- 
tions of an increased sense of well-being rather 
than a positive or objective improvement in 
physical or bodily functions. 


Just as sympathetic section brings relief to a 
causalgia or Raynaud’s vasopasm in a limb and 
just as sympathetic section at the thoracic levels 
reduces some types of hypertension, so it is not 
mere conjecture that an interruption of the 
entire sympathetic outflow to the brain may 
so modify the functions of the affective centers 
in the thalamus and in fact in the entire 
diencephalon that such a procedure may add at 
least another modest chapter to the brilliant 
story of psychosurgery. 
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DISCUSSION (Abstract) 


Dr. P. P. Volpitto, Augusta, Ga—I am pleased to 
hear of the results obtained by Dr. Karnosh, who 
was one of my professors in Western Reserve a few 
years ago. Most of the types with which we have 
worked have been along the line of vascular accidents, 
especially cerebral thrombosis, cerebral vascular spasm 
and hemorrhage. 


For the last four years in the University of Geor- 
gia we have had some experience with parkinsonian 
cases. In these cases we did not employ the ganglion- 
ectomy technic but merely injected procaine in the 
region of the stellate ganglion. 

We personally prefer to use a method which re- 
quires less procaine than has been suggested. Four 
to five c. c. of 1 per cent procaine put in the area 
of the ganglion is usually sufficient. :We very in- 
frequently run into the euphoric reaction which has 
been mentioned. 

Absorption in another region may not be similar 
to that in the region of the neck. Nevertheless, our 
results follow Dr. Karnosh’s quite well as far as park- 
insonian cases are concerned. 

The results have been again purely on the sub- 
jective side. There is not much on the objective side. 
One per cent procaine injections of both stellates on 
the same day are given one side in the morning and 
the other in the afternoon. That is usually repeated 
the second day, although it is not absolutely neces- 
sary. 

The patients for the first twenty-four hours feel 
somewhat depressed and exhausted. They have re- 
laxed, apparently. Then the ability to circulate im- 
proves and they do remarkably well. 

If they have a letdown we reinject after four or 
six weeks, and they will carry along. 

The idea of taking out the stellate ganglion is to be 
considered in these patients, but one wonders whether 
that is necessary. It is probably well worth consider- 
ing. 

We have attempted to use longer acting agents other 
than procaine in these patients. We have used alcohol 
injections after getting the regular syndrome; also 
“nupercaine” and oil and other long acting prepara- 
tions, but it did not make much difference. These 


patients would come back nevertheless with the same 
condition. 
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Dr. C. S. Holbrook, New Orleans, La.—I wish to call 
attention to a very unsatisfactory and very tragic ex- 
perience we had with a physician who had a vascular 
lesion. The stellate ganglion novocain injection was done 
by an experienced surgeon. Both sides were blocked the 
same day. The patient developed a double pneumo- 
thorax and died, and the autopsy verified it. 

That means that the technic should be very well 
developed and should not be tried too quickly. This 
physician actually lost his life at the hand of a very 
experienced man. Either the pleural cavity went up 
higher than was expected, or the direction of the needle 
was not correct. 


Dr. Titus H. Harris, Galveston, Tex——I am under the 
impression that Dr. Karnosh told me this morning that 
he was planning to do a bilateral ganglionectomy on 
some very chronic depressed patients who had not re- 
sponded to other methods of treatment. I would like 
for him to comment on that in his closing remarks. 

I also believe I understood him to say that patients 
who had organic brain disease made a better response 
following the operation, as far as their mood changes 
were concerned, than those who did not have organic 
brain disease. I would appreciate it if he would also 
discuss this question. 

It would seem to me that this operation would be 
of most value in patients with arteriosclerotic brain 
disease who are also depressed in response to finding 
themselves in a rather hopeless state. This operation 
would possibly improve the mood change as well as 
improve the organic symptoms by increasing the cere- 
bral circulation. 


Dr. Karnosh (closing).—We should admit that we do 
not have the answer as to why some people respond 
with an exaggerated affect to this simple technic and 
why others do not. We merely make the observation 
that the response is there, and it is largely a matter of 
the feeling tone rather than objective improvement of 
whatever the patient may have. 

The question was asked, have we operated upon a 
chronic depression to determine whether this procedure 
really means anything? The answer is unfortunately 
no, we have not. We hope to look for somebody in 
the category of a chronic depression who does not ask 
for shock treatment. Shock treatment of course is so 
readily available, and so dramatic in many of these 
instances, that we simply cannot get the proper subject 
for stellate section. 

We are looking for the ideal case, particularly an 
instance where an individual is intensely cyclothymic, 
one of these manic depressive persons who go in and 
out of depression or mania without letup. If surgical 
section can be performed in such people it would be 
interesting to note how much a cerebral sympathectomy 
will level off the tendency to cyclic depression. 

Another question that was proffered was, do the 
organic people react more than, let us say, the funda- 
mental psychiatric problems? I think in our series the 
people who gave us the greatest astonishment were the 
straight depressions whom we injected but did not 
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operate upon. These people we knew were depressed 
because we had been studying them. The three or four 
whom we had particularly studied had had previous 
attacks of depression of the classic periodic nature, 
so we knew what we were talking about. They had 
been under observation for several weeks. The families 
were well acquainted with the patients’ mood reac- 
tions; they were educated up to an appreciation of 
manic depressive psychosis. 

When we injected these four or five patients with 
procaine it looked as if they had been made acutely 
drunk with the drug. However, we concluded that it 
was not all procaine, for the reason that several of 
our patients (we have operated upon about sixty) have 
shown not an astounding euphoria but a definite eleva- 
tion of mood level, which was sustained for many 
months. 





THE EFFECT OF EPINEPHRINE, EPHED- 
RINE AND “NEOSYNEPHRINE” ON THE 
DURATION OF SPINAL ANESTHESIA 
WITH “NUPERCAINE” AND 
“PONTOCAINE”* 

PRELIMINARY REPORT 


By KENNETH E. Bray, M.D., 
SIDNEY Katz, M.D. 
and 
JoHN AprRIANI, M.D. 
New Orleans, Louisiana 


In 1900 Henrich Braun! demonstrated that 
the anesthetic action of cocaine could be pro- 
longed and the systemic toxity reduced by the 
admixture of epinephrine. Subsequent investi- 
gations and clinical experiments have demon- 
strated that epinephrine behaves similarly when 
added to other local anesthetic drugs. It has 
also been demonstrated that this prolongation 
of action is not peculiar to epinephrine alone. 
The numerous synthetic aromatic amines chemi- 
cally related to epinephrine, such as cobefrin, 
ephedrine, “synephrine,” “neosynephrine” and 
so forth, have similar actions but they are no- 
where near so effective as epinephrine. Epineph- 
rine is accepted as the drug of choice to add 
to solutions of local anesthetic drugs for topical, 





_ *Read in Section on Anesthesiology, Southern Medical Associa- 
Oe, eave Annual Meeting, Baltimore, Maryland, November 


*From the Department of Anesthesia, Charity Hospital, New 
Orleans, Louisiana, and the Department of Surgery, School of 
Medicine, Louisiana State University. 
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infiltration and nerve block anesthesia. The 
practice of combining epinephrine and other 
vasoconstrictor drugs with local anesthetics for 
use in the subarachnoid space, however, is not 
an accepted procedure. Shortly after the intro- 
duction of spinal anesthesia into clinical medi- 
cine by Bier in 1899,? the use of epinephrine 
combined with the anesthetic agent became wide- 
spread. After a time, however, its effectiveness 
became a matter of controversy and the prac- 
tice of adding it fell into disuse. During the 
past several years interest in prolonging the dur- 
ation of spinal anesthesia by the single injection 
technic once again has focused attention on the 
use of vasoconstrictors in combination with local 
anesthetic drugs. Little was done from the 
early years of the twentieth century until 1932 
when Jianu’ reported seemingly good results 
with the intrathecal use of “nupercaine”’-“ephed- 
rine”-“‘cardiazol” mixtures. In 1943 Romberger* 
likewise reported a potentiating effect when 
ephedrine was added to “‘pontocaine” for spinal 
anesthesia in clinical surgery. Pitkin’ likewise 
has again called attention to the value of 
epinephrine in spinal anesthesia. Cullen® and 
his associates have also recently investigated the 
problem. In rabbits and dogs epinephrine in- 
creased the duration of action of procaine as 
much as 60 per cent in their experiment. Studies 
in man likewise indicated a similar action. More 
recently Potter and Whitacre’ have reported re- 
sults in 1,114 patients given “pontocaine.” In 
half of these, “pontocaine” alone was employed; 
in the remainder “pontocaine” was mixed with 
ephedrine. It was their impression that anes- 
thesia was prolonged and that less “pontocaine” 
was necessary for anesthesia when ephedrine 
was added. 


The fact that this technic has had its pe- 
riods of enthusiasm and demise casts doubt on 
the seemingly good results occasioned by its 
sudden revival. Excepting Cullen’s experiments 
which were performed in the laboratory the re- 
ports are based upon deductions derived from 
clinical impressions. Spinal anesthetists know 


that the duration of action of a given local anes- 
thetic agent administered intrathecally varies 
from subject to subject. Factors such as age, 
length and diameter of the cord and volume 
of the subarachnoid space differ from one in- 
dividual to the next and make it impossible 
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to obtain uniform results. Regardless of his ex- 
actness, the most careful observer could be lead 
astray in making comparative studies of the dur- 
ation and intensity of action even in large se- 
ries of apparently similar cases. 


It is conceivable that epinephrine may poten- 
tiate the action of procaine because the action 
of procaine lasts about an hour. It is more dif- 
ficult to accept the fact that it has any appre- 
ciable effect when combined with the longer 
lasting drugs such as “pontocaine” or “nuper- 
caine,” because epinephrine is rapidly destroyed 
in the tissues. On theoretical grounds one 
would not expect its action to be sustained over 
a period of several hours as it must, when com- 
bined with these drugs. Furthermore, not only 
does one expect it to be diluted in the cerebro- 
spinal fluid but it must be gradually washed 
from the cells. It is also difficult to understand 
why ephedrine, which is relatively ineffective in 
other forms of regional anesthesia, should be any 
more effective in the subarachnoid space. It is 
obvious that the entire problem is in a state of 
confusion and clinicians have added still more 
confusion recently by asserting that epinephrine 
is comparatively ineffective when used with 
“pontocaine” but more suitable when used with 
“nupercaine.” Likewise, it has been said that 
ephedrine is more effective than epinephrine 
mixed with “pontocaine.” 


Obviously, the only satisfactory solution to 
the problem is to induce spinal anesthesia in a 
group of controls with the local anesthetic drug 
alone and repeat the block under identical tech- 
nical and experimental conditions in the same 
subjects, using vasoconstrictor drugs. Such a 
study ordinarily is possible only in the labora- 
tory using animals. Spinal anesthesia in ani- 
mals is not only difficult to induce, but its 
intensity and duration of action are difficult 
to evaluate. Furthermore, results obtained in 
animals are not readily transferrable to man. 
Studies in man would be ideal. 


We have been fortunate at the Charity Hos- 
pital in encountering a series of patients on the 
Radium Therapy service who required anesthe- 
sia at weekly or ten-day intervals for radium im- 
plantation for cervical carcinoma. It has been 
the custom to use, unless contraindicated, the 
saddle block technic of low spinal anesthesia 
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in these patients. These patients were ideal for 
this study. They afforded us the opportunity of 
a controlled study in humans under clinical con- 
ditions. “Nupercaine” and “pontocaine” were 
used to induce anesthesia. The vasopressors 
studied were “neosynephrine,’ ephedrine and 
epinephrine. 
METHOD OF STUDY 

All the patients in the group anesthetized with 
“nupercaine” received premedication of mor- 
phine and atropine one hour before induction 
of anesthesia. Half the subjects anesthetized 
with “pontocaine” also received premedication 
of morphine and atropine one hour before in- 
duction of anesthesia. The remainder of the 
subjects received no premedication. It was 
found after some study that the end point and 
intensity of anesthesia could be more readily 
and satisfactorily determined because the non- 
premedicated patients were more alert. 


The anesthetic drug was dissolved or mixed 
in 10 per cent dextrose in saline. The vasopres- 
sor was added and the total volume made to 
1.2 c. c. Lumbar punctures were performed at 
the fourth lumbar interspace with a 20- or 22- 
gauge needle. 

Two and one-half milligrams of “nupercaine” 
were employed in all cases. When “pontocaine” 
was employed 5 milligrams were necessary to 
obtain satisfactory anesthesia. One milligram 
of epinephrine was employed in all cases. The 
resulting concentration after combining the drug 
and glucose was 1:1200. Fifty milligrams of 
ephedrine and 5 milligrams of “neosynephrine” 
respectively were used. The epinephrine and 
ephedrine dosages were in excess of the dosages 
employed by other workers in their clinical cases. 
The “‘neosynephrine” and ephedrine dosages cor- 
responded in proportion to their comparative 
potency to epinephrine. 

Blood pressure determinations were recorded 
by the auscultatory method at 5-minute inter- 
vals. Sensory examinations were performed, 
using a sharp instrument. Motor involvement 
was determined by ability of patient to move 
lower extremities. The duration of action of 
the block was the interval between the appear- 
ance of hyperesthesia and the disappearance of 
hypalgesia. In order to be assured that the dur- 
ation of action does not vary when successive 
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doses of the drug are given intrathecally under 
identical conditions, each patient in this study 
received two saddle blocks with the drug alone. 
One of the vasopressors was added in the third 
block and a different one in the subsequent 
blocks that were necessary. 


The saddle block is an ideal technic for this 
study.’ Ordinarily in saddle block the segments 
involved are those supplied by the sacral and 
lumbar components to the spinal nerves. The 
sacral segments, due to the effect of gravity 
acting upon the hyperbaric solution are ex- 
posed to a more concentrated solution than the 
segments above. The effects of dilution, diffu- 
sion and so on, expose the latter to a weaker 
solution. The effects are graded varying from 
motor paralysis combined with sensory anes- 
thesia in the lower segments to sensory anes- 
thesia in the upper segments. In the interme- 
diate segments paresis exists combined with sen- 
sory anesthesia. In the uppermost segment hy- 
palgesia and autonomic effects such as increased 
skin temperature and absence of sweating are 
present. Any potentiating effect of the vaso- 
constrictors would be readily discernible by caus- 
ing complete motor paralysis in areas where 
paresis existed in the control and a more ex- 
tensive area of sensory anesthesia. 


RESULTS 


Two hundred and seventy-two saddle blocks 
were performed on 119 patients. Sixteen pa- 
tients each received two saddle blocks using 
“nupercaine” without a vasoconstrictor. In the 
first saddles, duration of anesthesia varied from 
100 minutes to 280 minutes. The average dur- 
ation of anesthesia was 164.6 minutes. When 
the block was repeated duration varied from a 
a minimum of 85 minutes to 250 minutes and 
averaged 165.3 minutes. Thus it is obvious that 
the same dose of “nupercaine” administered in 
exactly the same manner to the same patients, 
will produce approximately the same average 
duration af anesthesia. “Neosynephrine” was 
then studied. The average duration was 201.6 
minutes compared to 186.6 minutes in the con- 
trol. ““Neosynephrine” then prolonged the action 
an average of 15 minutes. Compared to the long 
action of “nupercaine,” this is of little or no con- 
sequence since it amounted to only 8 per cent 
increase. The average duration when ephedrine 
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was used was 179.6 minutes compared to the 
controls which averaged 189 minutes. Thus the 
duration averaged 9.4 minutes less when ephed- 
rine was used. It is obvious that ephedrine did not 
potentiate or affect the duration of the action of 
“nupercaine.”” The best results were obtained 
with epinephrine. The duration of action aver- 
aged 220.4 minutes compared to 161.8 minutes 
in the controls. Thus an average increase in 
duration of action of 58 minutes, or 36 per cent 
occurred with epinephrine. The addition of 
epinephrine to “nupercaine” would appear to be 
of practical significance. The pressor effect of 
epinephrine was notably absent when used intra- 
thecally. Similarly ephedrine and “neosyneph- 
rine’ caused no appreciable changes in blood 
pressure. Ordinarily the responses with the drugs 
are striking if given in comparable doses intra- 
muscularly. 

No neurological complications were encoun- 
tered. However, the neurological examination 
was cursory and not detailed. One cannot say 
with certainty that the repeated administration 
of “nupercaine” or the vasopressor drugs cause 
no neurologic changes, from these series. 

A larger dose of “pontocaine” is necessary 
than “nupercaine” to induce a saddle block: 5 
milligrams. The duration of action, as expected, 
is briefer than when “nupercaine” is employed. 
The same dose given in the same manner to the 
same patients produced the same average dura- 
tion of action. In two successive administrations 
“pontocaine” averaged 106.6 minutes in the first, 
and 101 minutes in the second saddles. In 25 
patients when ephedrine was used, the average 
duration was 124.4 minutes compared to 116.6 
minutes when the ephedrine was omitted. Thus 
there was an average increase in duration of 8.2 
minutes, or 7 per cent, with ephedrine. It is 
obvious that ephedrine potentiated the action 
only slightly if at all. As with “nupercaine,” 
epinephrine produced the most marked results. 
The average duration of action with 25 patients 
was 160.6 minutes compared to an average of 
99.4 in the controls. Thus there was an in- 
crease in duration of 61.2 minutes, or approxi- 
mately 61 per cent. Epinephrine appeared to 


potentiate more effectively than ephedrine. The 
pressor effects, as with the studies with “nuper- 
caine” were notably absent. 


Paralysis was definitely potentiated. More 
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paralysis was noted in the patients in whom the 
duration of sensory anesthesia was increased. 
In this “pontocaine”-epinephrine series already 
described for sensory loss, 23 of 25 patients 
showed motor loss as compared to 8 in the con- 
trols of the same series using “pontocaine” 
alone. Average duration of motor loss was 
127.6 minutes for the 23 cases and the average 
duration was 85.6 minutes for the 8 cases. 


SUMMARY 


Epinephrine, when added to local anesthetic 
drugs, delays their absorption and prolongs their 
action. Its use in topical and infiltration nerve 
block is well established. Its use intrathecally 
has been a matter of controversy. In the fore- 
going study, patients were given spinal anes- 
thesia with “nupercaine” and “pontocaine.” Sub- 
sequent operations were performed using spinal 
again on the same patients. In these subsequent 
spinals, epinephrine, ephedrine and ‘“neosyn- 
ephine” were added and the effect on duration 
and intensity compared to the control. 


Epinephrine is by far superior to ephedrine 
or “neosynephrine” when used intrathecally with 
either, “pontocaine” or “nupercaine.” Both 
sensory anesthesia and motor paralysis are 
potentiated. The pressor effect with either drug 
is negligible. No neurological changes were 
noted. 
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DISCUSSION (Abstract) 


Dr. John Adriani, New Orleans, La—This study set- 
tles a problem that has puzzled us during the past 
several years. Many “shotgun” mixtures are used for 
spinal anesthesia: procaine with ephedrine, “pontocaine” 
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with epinephrine and ephedrine and so on. Obviously, 
this study, which is a controlled study, and a controlled 
study on human beings, demonstrates that the only 
drug of any value is epinephrine. We have not as yet 
completed our series using “pontocaine” and “neosyn- 
ephrine.” We are still working on that phase of the 
problem. Preliminary observations seem to indicate 
that the behavior of “neosynephrine” and “pontocaine” 
is similar to the behavior of “neosynephrine” and 
“nupercaine.” 


Dr. Richard D. Sanders, Wilmington, Del—I should 
like to ask Dr. Bray if in his opinion there is an actual 
potentiating action, or if the apparent potentiating 
action is the result of reduction in blood flow in 
the spinal canal. 


We have been working a little bit with microchemi- 
cal determination of anesthetic agents in the spinal 
canal. We do not feel that actual fixation in nerve 
tissue occurs. We felt with procaine, for instance, if 
the level of a hundred milligrams per cent is not 
maintained, that anesthesia is not maintained, but we 
are still unable to account for the very quick reduction 
from about 3000 milligrams per cent to about 200 
within about five minutes after injection. 


Dr. Bray (closing) —We feel that there is a definite 
potentiating effect with the use of epinephrine intrathe- 
cally because of the contrast between our control se- 
ries in which we used “pontocaine” or “nupercaine” 
alone and the spinal repeat at a later date on the same 
patient, using “pontocaine” or “nupercaine” with epi- 
nephrine. The average duration of sensory and motor in- 
volvement was appreciably greater when epinephrine 
was used. 


Dr. Adriani (closing) —We, of course, do not know 
whether it is due to vasoconstriction. Personally, I feel 
it is due to delayed absorption. I think some micro- 
chemical studies are indicated. 
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As the industrial demand for ethyl alcohol has 
increased, isopropyl alcohol has been substituted 
for it wherever possible. Its use in industry is 
now widespread and it has become readily avail- 
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able to the general public in the form of rubbing 
alcohol. In this latter form, it is inexpensive and 
may be purchased at practically any drug, 
grocery or department store. 


The published studies on the toxicology of 
isopropyl alcohol! 2 5 45° for the most part have 
been confined to the acute effects as observed 
in various animals, special organisms and micro- 
organisms, using a variety of methods. The 
studies of Lehman et alii*5° on several species 
of animals indicate that isopropyl alcohol is 
approximately twice as toxic as ethyl alcohol. 
As far as we can find, there are no reported 
instances of isopropyl alcohol intoxication in 
human beings. 


Three cases have come to our attention re- 
cently in which rubbing alcohol had been in- 
gested. In two of these, isopropyl alcohol was 
chemically identified. In the third, there was 
a strong odor of isopropyl alcohol to the breath 
and to the stomach contents and circumstantial 
evidence indicated that a portion of a bottle 
containing 70 per cent isopropyl alcohol had 
been consumed. 


Case 1—J. H. P., a white man aged 50 years was 
brought to the emergency room in a comatose state 
following several convulsive seizures in the afternoon of 
November 13, 1947. His brother said that he was a 
chronic alcoholic and often went on prolonged sprees, 
during which he drank anything that he could obtain 
such as paint-thinner, or “canned heat.” The patient 
had been drinking continuously for four days prior to 
admission. Hospital records showed a previous ad- 
mission on March 2, 1946, at which time he was ad- 
mitted in a comatose state following a bout of drinking. 


The patient was an elderly white man in a convulsive 
comatose state. The temperature was 100° F., the 
pulse rate was 88 and the respiration 20 per minute. 
The pupils were dilated, the eyeballs were deviated up- 
ward. The corneal reflex was present. There was a 
garlic-like odor to the breath. Heart sounds were reg- 
ular; there were no murmurs. The blood pressure was 
147/78. Breathing was hyperpneic and stertorous. Ex- 
amination of the chest was negative except for numerous 
loud rhonchi. The abdomen was relaxed. Reflexes were 
normal. There were fecal and urinary incontinence. 
Stomach contents obtained by gastric lavage smelled 
strongly of isopropyl alcohol. 


Examination of the blood upon admission showed a 
blood urea nitrogen concentration of 16 mg. per cent, 
blood sugar of 200 mg. per cent, a carbon dioxide com- 
bining power of 30 volumes per cent and an alcohol 
concentration of 450 mg. per cent. Isopropyl alcohol 


was chemically identified in the stomach washings. The 
red cell count was 3,200,000 with a hemoglobin level of 
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12.5 grams. The white cell count was 20,000, poly- 
morphonuclears 94 per cent, lymphocytes 5 per cent, 
monocytes 1 per cent. The Wassermann and Kline tests 
were negative. Urinalysis indicated 3 plus albumin, 3 
plus acetone and no sugar. Isopropyl .alcohol was pres- 
ent in the urine. Examination of the spinal fluid 
showed normal pressure and dynamics. No cells were 
present and the protein concentration was normal. The 
Wassermann and colloidal gold tests were negative. 


Upon admission gastric lavage was accomplished by 
means of a Levine tube which was left in place. Two 
grams of sodium bicarbonate in 250 c. c. of water was 
instilled. To combat the acidosis the same dose of 
sodium bicarbonate was repeated at two-hour intervals 
for three doses. The convulsions were controlled with 
sodium “amytal.” 


Normal saline was given intravenously alternating 
with lactate-Ringer’s solution by continuous drip. Four 
thousand c. c. of fluid was given in eight hours. Sub- 
jective improvement was marked at the end of this 
time. The carbon dioxide combining power was 70 
volumes per cent. Acetone was still present in the urine. 
When the patient had completely reacted to treatment 
and was somewhat rational, he admitted drinking 
steadily for several days, but denied ingesting anything 
other than whiskey and beer. 


Two days after admission there was a moderate tem- 
perature elevation to 100° F. On examination he showed 
profuse sweating, his lungs were clear and the re- 
mainder of physical examination was normal. The 
urine was dark, reddish-brown in color; there was still 
a trace of acetone. The urine was negative for hemo- 
globin or hemoglobin derivatives. On the morning of 
the third day after admission he had apparently re- 
covered; the temperature was normal and there was 
no acetone in the urine. The patient left the hospital 
without permission on the third day. 


Case 2.—G. S., a negro woman, aged 40, was hos- 
pitalized on November 22, 1947, in coma. On No- 
vember 16 and November 17, she had been drunk. On 
November 18, she remained in bed. She became very 
restless although she failed to respond when shaken or 
called by her family. She continued more or less in 
coma or a drunken stupor until admission. On No- 
vember 21, she was nauseated and vomited and she 
became incontinent of urine and feces. On November 
22, she was given some aspirin and sent to the hospital. 
A bottle of rubbing alcohol was found at the bedside. 
There was no other source of alcohol for four days 
prior to hospital admission. 

There had been a previous admission to the hospital 
in July 1946, following a 7-day illness with vertigo, 
malaise, hematemesis, weakness and tremor. At that 
time a tachycardia, a blood pressure of 130/100 and 
a blood urea nitrogen concentration of 33 mg. per cent 
were found. 


The patient was a middle-aged negress in deep coma. 
The temperature was 97° F. (rectal), the pulse rate 150 
and respiration Cheyne-Stokes in character. The skin 
was cool and dry. The right pupil was somewhat larger 
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than the left. No papilledema was noted. There was 
no nuchal rigidity. The heart was not enlarged and the 
rhythm was regular. Blood pressure was 115/70. Breath 
sounds were suppressed throughout the left lung field. 
Nothing of note was found in the abdomen or pelvis. 
The only motion was occasional turning of the head. 
All tendon reflexes were slight or absent. The corneal 
reflex was absent. There were no pathological reflexes. 


Examination of the blood on admission showed a 
blood urea nitrogen of 20 mg. per cent; a blood sugar of 
104 mg. per cent; a carbon dioxide combining power of 
66 volumes per cent, and a blood alcohol level of 156 
mg. per cent. Isopropyl alcohol was identified in stom- 
ach washings. The red cell count was 4,950,000; the 
white cell count, 17,400; polymorphonuclears were 76 
per cent; lymphocytes 22 per cent; monocytes 2 per 
cent. The blood Wassermann was negative. Urinalysis 
showed albumin 4 plus; glucose 0 and acetone 2 plus. 
Spinal fluid dynamics, cell count and protein were 
normal. The Wassermann and colloidal gold tests were 
negative. 

Aminophyllin grains 72 was given by vein and the 
respiratory rhythm reverted to normal. A Levine tube 
was passed and gastric lavage performed. A total of 
4,000 c. c. of fluid was given parenterally in the 24 
hours following admission. This consisted of lactate- 
Ringer’s solution alternating with 5 per cent glucose. 

Five hours after admission the patient was still un- 
responsive except to painful stimuli. There was profuse 
sweating, tachycardia with a rate of 180 per minute, 
and blood pressure of 122/74. On the morning of 
November 23, the patient was fully conscious and 
oriented. She admitted drinking rubbing alcohol. The 
blood pressure had risen to 144/98. Chest x-ray showed 
evidence of mild atelectasis, left. There was a pulsus 
bigeminus that persisted for only two to three hours. 
Improvement was gradual with diminution of nausea 
and vomiting. Temperature returned to normal under 
penicillin therapy. The heart rate and rhythm re- 
turned to normal. The urine showed a trace of albumin 
prior to discharge. Bromsulfalein and hippuric acid 
synthesis tests showed a slight impairment of liver 
function. She was discharged to the medical clinic. 


Case 3.—A negro man 30 years old, was brought 
to the emergency room at 7:00 p.m. on November 27 
by the city police, who said that he was found lying 
on the sidewalk. His mother said that the patient was 
well and sober at 3:00 p.m. on the day of admission. 
She said that he drank occasionally, sometimes in excess. 
There was no history of diabetes or epilepsy. The in- 
formant was unable to give any history of events 
immediately preceding the patient’s admission. 

The patient was a well developed and nourished young 
negro man in a comatose state. His temperature was 
98.2° F. (rectal), pulse rate 120 per minute, and res- 
piration 18 per minute. The skin was warm and dry. 
There was a small laceration over the occipital region. 
The corneal reflex was present. The pupils were small 
and reacted to light very sluggishly. The conjunctivae 
were injected. There was a small excoriation on the 
upper lip. Examination of the ears, nose and throat 


McCORD, ET AL.: ISOPROPYL ALCOHOL INTOXICATION 


641 


showed no abnormalities. There was a definite odor of 
isopropyl alcohol to the breath. There was no rigidity 
of the neck. Examination of the chest and lungs 
showed no abnormalities. The heart appeared to be 
slightly enlarged to the left. The rhythm was regular 
and the rate was 120 per minute. The blood pressure 
was 130/88. The abdomen was normal. The genitalia 
were normal. All extremities were moved equally well. 
Relaxation was poor and tendon reflexes were difficult 
to obtain. There were no pathological reflexes. 

Blood studies on admission showed blood sugar 150 
mg. per cent; blood urea nitrogen 19 mg. per cent. 
Carbon dioxide combining power 70 volumes per cent. 
Blood alcohol 157 mg. per cent. The red cell count was 
3,800,000 with a hemoglobin of 11 grams per cent. The 
white cell count was 30,000; polymorphonuclears 52 
per cent, lymphocytes 48 per cent. Urinalysis showed 
1 plus albumin. There was no acetone present and no 
sugar. Examination of spinal fluid showed normal 
dynamics and pressure. There was no increase in leuko- 
cytes. Protein concentration was 44 mg. per cent. Spinal 
fluid Wassermann was 4 plus in 1 c. c. dilution. 

Gastric lavage was done upon admission. The stomach 
contents did not give a reaction of isopropyl alcohol 
although there was a strong odor which suggested to 
two examiners the presence of isopropyl alcohol. The 
patient was given an intravenous infusion of glucose in 
sodium chloride every eight hours. On November 28, 
the patient was far better oriented. He admitted drink- 
ing rubbing alcohol. A half empty bottle of com- 
mercial rubbing fluid was found in his room. This 
bottle contained 70 per cent isopropyl alcohol. He iden- 
tified the bottle and said that he had had at least two 
drinks of this. He was discharged on December 1. He 
was seen in the Medical clinic one week later. Examina- 
tion showed no abnormalities. 


Blood alcohol levels were determined by the 
method of Johnston and Gibson.’ 

Qualitative tests for isopropyl alcohol were 
made by the method of Brown.’ 


DISCUSSION 


It is common knowledge that ethyl alcohol 
in various commercial forms, such as hair tonic, 
flavoring extracts, heating preparations, and 
paint thinner, is ingested for its intoxicant value 
by the careless, destitute or perverted. This was 
particularly common in the era of prohibition. 
In recent years industrial necessity has made 
ethyl alcohol unavailable, to all practical pur- 
poses, for the manufacture of “rubbing alcohol.” 
Isopropyl alcohol has been substituted for ethyl 
alcohol in these preparations. Little is known 
about the effect of isopropanol upon the human 
individual other than some reports in the Ger- 
man literature’ in which small amounts of 
alcohol were taken experimentally by mouth. 
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Lehman and others* 5° have investigated the 
toxic effects of isopropyl alcohol upon animals. 
It is reported that the general effects of iso- 
propyl alcohol are very similar to those of ethyl 
alcohol while the toxic and narcotic actions of 
the 3-carbon alcohol are approximately twice 
those of ethanol.!?® Acute and chronic intoxi- 
cation with isopropyl alcohol are said to produce 
no gross or microscopic changes in the viscera, 
though it is suggested that the central nervous 
system and renal tissues may be more susceptible 
to it. It has been shown that dogs as well as 
certain fishes develop?*5 a tolerance to iso- 
propanol and that the sensitivity of different 
species to the alcohol may vary. Lehman e¢ alii 
say that isopropyl alcohol is metabolized at a 
slower rate than ethyl alcohol and that its rate 
of disappearance may be dependent upon physio- 
logic mechanisms peculiar to each species.5 It 
is also suggested that acetone may be a metabolic 
by-product of isopropyl alcohol.® 


The effect of isopropyl alcohol when ingested 
by man is illustrated in each of the three cases 
presented. Although Case 1 denied drinking 
rubbing alcohol it was assumed that he had 
done so. He could not account for his actions 
nor could he recollect any events during his 
drinking bout. He insisted, nevertheless, that 
he drank only “bonded whiskey.’’ Chemical ex- 
amination of gastric contents indicated the pres- 
ence of isopropyl alcohol. Cases 2 and 3 ad- 
mitted, when rational, drinking rubbing alcohol. 

A very profound coma occurred in each case 
at blood levels lower than would be expected 
were ethyl alcohol the narcotic agent. The 
blood level, 450 mg. per cent in Case 1, how- 
ever, was appreciably higher than the other two 
and probably consisted largely of ethyl alcohol 
or acetone due to starvation ketosis. In Cases 
2 and 3, a profound coma was evident at blood 
alcohol concentration of 156 and 157 mg. per 
cent respectively. Acetone was present in the 
urine of Cases 1 and 2 but not in Case 3. The 
first two cases were in poor nutritive condition. 
The third had been eating normally until the 
day of admission. The presence of acetone, 
therefore, could be explained on a basis of a 
starvation ketosis. Apparently little, if any, 
renal damage occurred in any of the three cases. 
The changes in the alkali reserve were probably 
due to the poor nutritive state of the first two 
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cases, as the third case did not show a low 
alkali reserve. 


There is nothing of note in the treatment of 
each of the three cases. It consisted of gastric 
lavage upon admission, fluids as indicated, and 
symptomatic therapy. Recovery was rapid with 
no apparent untoward sequelae. 


SUMMARY 


Three cases of isopropyl alcohol intoxication 
are presented. The action of isopropyl alcohol 
upon man is very similar to the action of ethyl 
alcohol with the exception that coma occurs at 
lower blood concentrations of isopropyl alcohol 
than with ethyl alcohol. In two cases a profound 
coma occurred with a blood concentration of 
isopropyl alcohol of approximately 150 mg. per 
cent. 
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THE PRESTIGE OF PROCTOLOGY* 


By Tom E. Siru, M.D., F.A.CS.t 
Dallas, Texas 


Proctology as a specialty in the United States 
is only 69 years old, and any analysis of the 
prestige of this field must constantly keep 
uppermost the fact of its relative youth. Dr. 
Joseph M. Mathews, who has been rightly called 
“the father of American Proctology,” was the 
first to limit his work to proctology, and this 
occurred in Louisville, Kentucky, in 1878.12 54 
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The specialty grew slowly, for only thirteen men 
had attained enough prominence in proctology 
to be invited to become charter members of the 
American Proctologic Society at its founding in 
Columbus, Ohio in 1899.! 


The purpose of this new found society was to 

“facilitate the dissemination and investigation of knowl- 
edge relating to the colon, rectum and anus and par- 
ticularly the application of this knowledge and investi- 
gation to medical and surgical treatment pertaining 
thereto.” 
This meant that only 48 years ago an ethical 
group of medical men banded together to es- 
tablish the specialty of proctology, give to the 
specialty respect and prestige and reclaim the 
majority of proctologic cases which up to that 
time were being treated by the charlatans and 
itinerant “rectal specialists” who sprang up all 
over the nation after a young physician named 
Mitchell of Clinton, Illinois, began to sell and 
franchise his rectal secrets of the injection or 
“hypodermic” method in 1871.5 

The Kentucky School of Medicine established 
the first department of proctology in 1883 with 
Dr. Mathews as professor. Proctologic teaching 
prestige rose slowly, for by 1910, Dr. Dwight H. 
Murray® reported to the American Proctologic 
Society that only thirty-two of the existing 
fifty-two medical schools replied to his question- 
naire regarding the teaching of proctology. 
Twenty-nine said that the teaching was done 
under the department of surgery; in one under 
gastro-enterology; in one under gynecology, and 
only one had a separate department of proc- 
tology with a full professor. Therefore, proc- 
tology was being taught in at least 64 per cent 
of the schools at that time. 

Dr. Rollin H. Barnes’ of St. Louis, in 1911, 
found only one medical school with a special 
department and professor (University of Louis- 
ville) and only three schools with a special in- 
structor under the department of surgery (Tufts, 
Cornell, Washington University). Ten schools 
taught proctology but under no special in- 
structor or department (Ohio-Miami, Pennsyl- 
vania, California, Yale, Columbia, Leland-Stan- 
ford, Buffalo, George Washington, Harvard, and 
St. Louis). 


Dr. Murray said that thirty-two of fifty-two 
medical schools replied to his queries in 1910, 
but we have no record of the schools. Dr. 
Barnes’ report in 1911 shows only fourteen 
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schools teaching proctology, which he listed. 
It is apparent that Dr. Murray’s method of 
questioning was more thorough and must rep- 
resent more accurately the picture at that time. 


In the thirty-seven years since 1910, the 
prestige of proctology has been materially ad- 
vanced since eleven medical schools now have 
separate departments with full professors (Bay- 
lor, Buffalo, Loyola, Medical Evangelists, 
Hahnemann, Indiana, Louisville, Maryland, 
Southwestern, Medical College of Virginia, and 
Temple). Proctology is being taught under the 
department of surgery in thirty-two schools to- 
day, and they are: Alabama, Arkansas, Boston, 
Southern California, California, Cincinnati, Col- 
orado, Creighton, Emory, Georgetown, Harvard, 
Howard, Johns Hopkins, Jefferson, Long Island, 
Marquette, New York University, New York 
Medical College, Minnesota, Nebraska, Okla- 
homa, Ohio, Oregon, Pittsburgh, Stanford, Syra- 
cuse, Tennessee, Vermont, Women’s Medical Col- 
lege of Pennsylvania, Wayne, Washington, and 
Yale. In six of these the teachers are listed as 
follows: Boston, Instructor in Proctology; Jeffer- 
son, Assistant Professor of Proctology; Pitts- 
burgh, Assistant Professor of Proctology; Wom- 
en’s Medical College of Pennsylvania, Clinical 
Assistant Professor of Proctology; Yale, Clinical 
Associate Professor of Surgery (Proctology) ; 
and Wayne, Associate Professor of Clinical Proc- 
tology with a separate department under the 
division of surgery. The remaining twenty-five 
schools have proctology taught under the depart- 
ment of surgery with the teachers shown as in- 
structors, assistant professors, and so on, in 
surgery. 


In reviewing the latest medical college cata- 
logues, it was interesting to note that out of 
the thirty-two itemized above there were ten 
that did not list proctology as a course, yet I 
knew physicians on their staffs who were quali- 
fied proctologists and naturally taught only 
proctology since they confined their practice to 
that field. Thus these ten would be easily over- 
looked. 


There are twenty-seven medical schools which 
do not have the word proctology or rectal dis- 
eases listed in the catalogue anywhere and nat- 
urally it is in these schools that the prestige of 
proctology can be greatly improved. They are 
Albany, Bowman-Gray, Chicago, Duke, Colum- 
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bia, George Washington, Georgia, Cornell, 
Illinois, Iowa, Kansas, Louisiana, Meharry, 


Michigan, Northwestern, Pennsylvania, Roch- 
ester, South Carolina, St. Louis, Texas, Tufts, 
Tulane, Utah, Vanderbilt, University of Vir- 
ginia, Western Reserve and Wisconsin. These 
comprise 37 per cent of the seventy medical 
colleges listed as approved in the Educational 
Number of the Journal of the American Medical 
Association for August 16, 1947. 


If proctology is to enjoy prestige like the other 
established surgical specialties of ear, nose and 
throat, ophthalmology and orthopedics for ex- 
ample, then the above listed medical schools 
without proctologic teaching should be convinced 
of the necessity of its being taught and we 
should encourage trained proctologists to locate 
in or near these centers where their talents can 
be utilized for teaching as well as community 
service. 

An event has taken place during the present 
year which reflects a rise in the prestige of 
proctology. For the first time proctology has 
been listed as a separate specialty under the 
“Approved Residencies and Fellowships” in the 
latest Education issue of the Journal of the 
American Medical Association® Eleven hos- 
pitals are recorded as having thirty-four resi- 
dencies in proctology. They are presented in 
tabular form: 








Residencies and 
Assistant 
Residencies 


Hospital Location Chief of Service 





Dr. C. L. Martin 


_ 


Mercy Hosp., Loyola Chicago 
Univ. Clinic 


U. S. Marine Hospital Baltimore 1-4 

City of Detroit Re- Detroit Dr. H. I. Kallet 1 
ceiving Hospital 

Mayo Foundation Rochester, Minn. Dr. L. A. Buie 8 

Millard Fillmore Hos- Buffalo 1 
pital 

Youngstown Hospital Youngstown, Ohio Dr. R. J. Fuzy 4 


Allentown Hospital Allentown, Pa. Dr. M. L. Kleckner 3 
Jefferson Med. Col- Philadelphia Dr. B. F. Haskell 1 

lege Hospital 
Presbyterian Hospital Pittsburgh Dr. K. Zimmerman 5 
Reading Hospital Reading, Pa. Dr. F. G. Runyeon 8 
Milwaukee Dr. A. G. Schutte 1 


Milwaukee County 
Hospital 








The U. S. Naval Hospital at Oakland, Cali- 
fornia, is listed as having proctology residencies 
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available to medical officers of the U. S. Navy, 
but the number and chief of service are not 
given. 


It is interesting to note that seventeen, or one- 
half of the residencies offered are to be found 
in Pennsylvania. This indicates that the Pennsyl- 
vania proctologists have been alert to the need 
for residencies in proctology and have obtained 
at least temporary approval from the Council on 
Medical Education and Hospitals of the Ameri- 
can Medical Association. 


The above proctologists itemized under chief 
of service are nationally known leaders in this 
field and are due the commendations of the rest 
of us in this specialty for their diligence in this 
particular undertaking to raise the prestige of 
proctology. 


This should give stimulus to other proc- 
tologists to set up residencies according to the 
plan for the temporary approval of residencies 
in specialties as announced in the Journal of the 
American Medical Association (March 2, 1946, 
p. 586) for future prestige will depend in no 
small measure on the residencies made avail- 
able for young physicians who desire to make 
proctology their life’s work. 


Unfortunately in the past, many physicians 
have gone into proctology without formal train- 
ing simply because training was not offered. The 
fact that they will take up the practice of proc- 
tology without training, appears to be one of the 
strongest arguments for establishing training 
centers, for in almost no other way can the 
standards of the field be raised and at the same 
time insure that future proctologists be of the 
caliber that wishes thorough grounding before 
entering practice. 


Because no residencies were listed under the 
Veterans Administration, Dr. E. H. Cushing, 
Assistant Medical Director for Research and 
Education was written and this was his reply: 
“At present the Veterans Administration Residency Pro- 
gram does not include any separate residencies in proc- 
tology. Residents in general surgery are receiving train- 
ing in all types of proctological problems on the wards 
of our teaching hospitals.”? 

While it is good to know that the general sur- 
geons now being trained under this program will 
be shown the problems of proctology, those of 
us present today know that proctology certainly 
will not be majored and that in many instances 
the training will not be of as much value as if 
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the residents were allowed to spend a given 
period of time working on an active proctology 
service under the supervision of a proctologist. 


The wealth of proctologic material in the 
Veterans Hospitals warrants trained proctologists 
to handle the cases, first from the standpoint 
that Congress and the Veterans Administration 
have repeatedly told the public that the veterans 
‘“‘would have the best of medical care in all lines” 
and secondly, inclusion of proctologic residencies 
in the Veterans Administration residency pro- 
gram would afford an ideal situation for train- 
ing veteran army doctors who decide upon proc- 
tology as their chosen specialty. 


In all probability it will be difficult to con- 
vince those in charge of the Veterans Adminis- 
tration residency program that proctology is de- 
serving of separate residencies, for it has been 
patterned to no small extent after the army and 
navy surgical setup which in a very few in- 
stances only had proctology sections as sub- 
divisions of surgery during the last war. It is 
noteworthy that the Army Medical Department 
had consultants in surgery, anesthesia, thoracic 
surgery, plastic surgery, orthopedic surgery, and 
neurosurgery, yet no consultant was appointed in 
proctology and, furthermore, in most army hos- 
pitals it was classified as septic surgery and most 
anorectal cases were placed on wards with pa- 
tients having cellulitis, abscesses (generally of 
the limbs), and infected surgical wounds. Since 
proctologic surgery made up a large per cent of 
the surgical volume, I feel that a consultant in 
proctology for the U. S. Army was indicated 
and was overlooked. While the following is a 
debatable statement, it is my opinion that more 
poor proctologic surgery was done in the army 
during the war than surgery of any other type. 
A consultant going through the various army 
hospital installations could have organized proc- 
tology into a section of its own and more closely 
supervised the corrective surgery and prevented 
many cases of multiple operations and useless 
lost man days. It is to be hoped that by the 
time our nation is engaged in conflict again the 
prestige of proctology will have increased to the 
point where it will be recognized as a separate, 
useful specialty. 

Before the prestige of proctology comes into 
that class enjoyed by most other surgical 
specialties, an American Board of Proctology and 
a Journal of Proctology must be established. It 
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is true that proctology now is a sub-section of 
the American Board of Surgery, but aspiring 
proctologists must qualify for the American 
Board of Surgery examination for certification 
in proctology. It seems apparent that after a 
young physician has spent several years qualify- 
ing for the general surgical requirements, more 
than a fair number of a better class of doctors 
will see no use in continuing proctologic train- 
ing and will stop at this point and become gen- 
eral surgeons. Only the stout hearted and minded 
young men who originally chose proctology will 
persevere to their goal of being certified proc- 
tologists. Unless this situation is remedied by 
the establishment of an American Board of 
Proctology the present setup stands in a posi- 
tion to choke off the specialty of proctology 
altogether. To state the case bluntly, few young 
physicians will spend the long years in general 
surgical training and then desert all that train- 
ing for the field of proctology alone. 


In the sixty-nine years of the existence of 
proctology in this country, only three publica- 
tions have been recognized as connected with 
the specialty. For several years, Dr. Joseph 
Mathews published Mathews Quarterly which 
was the first proctologic magazine. On September 
10, 1907, The Proctologist edited by Dr. Rollin 
H. Barnes of St. Louis, Missouri, made its ap- 
pearance and it continued quarterly through 
1917 to my knowledge. In March 1916, it be- 
came The Proctologist and Gastroenterologist 
due to a fusion with the American Journal of 
Gastroenterology. The papers of the American 
Proctologic Society were published in this 
quarterly until the Society began to publish the 
Transactions in 1923. 


At the present time, the Transactions of the 
American Proctologic Society is the recognized 
publication of proctology, but it has the serious 
disadvantage of being published once yearly. 
For the last several years, there has been con- 
cern over a monthly journal by members of the 
American Proctologic Society, and, at the present 
time, details are being worked out with one of 
the leading surgical journals to carry a separate 
section in one of its monthly publications. This 
will be of advantage in that the magazine’s cir- 
culation will mean more surgeons will have the 
annual American Proctologic Society papers for 
their reading, but it fails to give a monthly pub- 
lication to the specialty which, in the opinion of 
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the writer, is a necessity if the prestige of proc- 
tology is to be raised to the plane it deserves. 
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EVALUATION OF THE NEWER THERAPY 
OF ULCERATIVE COLITIS* 


By J. ARNoLD Barcen, M.D. 
Rochester, Minnesota 


When one speaks of chronic ulcerative colitis, 
it is of the greatest importance that one make 
himself clear concerning the form of ulcerative 
colitis under discussion. I have chosen to divide 
my discourse into two main parts: First, I shall 
discuss the various forms of ulcerative colitis 
that commonly are observed by the clinician and 
shall distinguish them from a pathologic stand- 
point. Secondly, I shall discuss the current 
methods of treatment of some common forms 
of colitis. 

Obviously, one cannot describe in detail the 
clinical aspects of the different forms of the 
disease in the time available but a few points 
illustrative of each particular form of ulcerative 
colitis should be in order. 

At least eleven different forms of ulcerative 
colitis have been recognized. The first and most 
common, at least in the North Temperate Zone, 
is what has been called the “streptococcic type 
of ulcerative colitis.” In this disease, when one 
looks at the rectal lining of a living patient 
through the sigmoidoscope, he sees the granular, 
edematous, easily bleeding mucous membrane 
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and the rectum is involved as far as one can see. 
Roentgenologic examination shows involvement 
by a similar process extending in an orad direc- 
tion from the rectum, through the sigmoid and 
at times through the entire large intestine. Dif- 
fuseness of involvement is characteristic. 


The second form of ulcerative colitis is similar 
to the first in the fact that it also involves the 
rectum and various segments of the large in- 
testine, but the lesions are entirely different. 
One may see irregularly distributed lesions of 
the bowel, small ulcers in the rectum, with 
patches of normal mucous membrane between 
them, or diffuse involvement of a stretch of 
bowel and then small patches of normal mucous 
membrane. Irregular distribution of the lesions, 
which is not observed in the first type, is the 
rule. This type of involvement may affect the 
entire large intestine and sometimes even the 
distal part of the ileum. 


The third form is the segmental or regional 
type. In some ways it is similar to the second 
type, because both can be said to be of un- 
known origin. The third type is more nearly a 
granulomatous process than is the second type. 
It involves segments of the bowel from the cecum 
to the sigmoid, or it may involve any segment 
of large intestine above the rectum. Involve- 
ment of the rectum or rectosigmoid, or that 
portion of the intestine which can be visualized 
with a sigmoidoscope, does not occur in this 
type of the disease. 


The fourth type is tuberculous colitis, which 
may be divided into ulcerative and hyperplastic 
types. 

A fifth type is amebic colitis, which like 
the tuberculous form, begins in the ileocecal re- 
gion, but differs from the tuberculous type in 
that it never begins in the ileum but rather in 
the cecum. The cecal involvement may spread 
to involve the entire large intestine but the 
process proceeds caudad, instead of orad as in 
the other forms. The diagnosis is dependent on 
the finding of the Endamoeba histolytica. 


The sixth type is seen occasionally after an 
epidemic of bacillary dysentery. It is generally 
known as chronic bacillary dysentery. My 
proctologic colleagues suspect the presence of this 
disease when they see lesions which have pe- 
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culiar appearances, which resemble, but are not 
characteristic of, any of the better recognized 
forms of colitis. The lesions are irregular and 
chiefly superficial. Strips of normal or rela- 
tively normal mucous membrane are present 
between the lesions. Serologic agglutination of 
organisms of the Shigella group are very helpful 
in establishing the diagnosis. Cultures of these 
organisms rarely can be obtained in this stage 
of dysentery. 


The seventh form is due to the virus of 
lymphopathia venereum. One sees rectal lesions 
of the ulcerative type in this form. The disease 
begins in the tissues about the rectum and by 
extension spreads to involve the rectum itself. 
This results in dense fixation of the perirectal 
structures and characteristic roentgenologic find- 
ings. 

In addition to these rather well defined types 
of colitis, there are at least four others, and 
undoubtedly more, whose characteristics are not 
clear cut. 


There are those who speak of allergic colitis. 
My experience would suggest that this represents 
a very small fraction of the entire group if 
allergy actually exists as a cause of colitis. A 
patient with chronic ulcerative colitis may be 
allergic to many foods and medicaments but 
this does not make the disease process of allergic 
origin. There are patients in whom severe allergic 
manifestations are associated with intestinal and 
mucosal irritation, sometimes to the point of 
mucosal abrasion. This phenomenon could well 
be considered an allergic colitis. 


Some have spoken of deficiency states as- 
sociated with sigmoid inflammation other than 
sprue or pellagra. In these conditions, hyperemia, 
atrophy with subsequent dilatation and other 
signs of colonic irritation occur. 

Then there is the condition of sarcoidosis. 
There is a group of cases, in which hyperplastic 
noncaseous lesions occur in all respects like sar- 
coidosis elsewhere, but in which so much ulcera- 
tion has occurred that the disease is difficult to 
classify. Some consider the condition to be a 
noncaseous type of tuberculosis. 

Finally, there is a small group of cases of 
staphylococcic type of ulcerative colitis. Demon- 
stration of Staphylococcus in cultures is the de- 
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ciding factor in the diagnosis of this condition. 
Submucosal abscesses and ulcers occur. 

As to the relative incidence of these various 
types of colitis in the quarter of a century be- 
fore 1940 we examined approximately 4,000 
patients with the streptococcic form of ulcera- 
tive colitis at the Mayo Clinic. In the year and 
a half from January 1, 1946, to July 1, 1947, we 
examined 489 patients who had this type of 
colitis. At the same time that we examined the 
4,000 patients with the streptococcic form of 
ulcerative colitis, we saw only 140 patients with 
the segmental forms of the disease and about 
500 patients who had what we speak of as 
ulcerative colitis of unknown origin. At the 
same time we saw 200 patients with tuberculous 
colitis, 1,200 with amebic colitis, only 50 with 
chronic bacillary dysentery, only 50 with the 
lymphopathia venereum type of the disease, and 
only an occasional patient who had one of the 
other types of ulcerative colitis. 

Given a patient with diarrhea and, of course, 
all patients that I have mentioned have diarrhea 
or at least have had frequent rectal discharges 
of bloody, purulent material, or dysenteric stools 
from time to time, it is important to arrive 
at an etiologic diagnosis if possible. One will go 
a long way toward making such a diagnosis if 
he will follow a particular routine of examination. 

There is no system of the body where an 
orderly sequence of examinations is as important 
as it is in examination of the intestine. The 
stools should be examined first, and they should 
be examined both grossly and microscopically. 
I always carry a hand lens in my pocket and 
ask the patient and the nurses in the hospital 
to save the morning stool for me. I look at it 
with a hand lens because it enables me to see 
certain things which are important, namely: the 
type of stool, the amount of blood and the rela- 
tive amount of pus and mucus. 


The stools or rather rectal discharges in cases 
of the streptococcic type of ulcerative colitis are 
very characteristic. They are bloody, purulent, 
mucoid and contain pus and large numbers of 
streptococci. They resemble somewhat the ex- 
pectoration of a pneumonic patient who is very 
ill. Following gross inspection, microscopic ex- 
amination of the stool should be undertaken. 
By this means the nature of the discharge can 
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be further analyzed and the presence of para- 
sites can be detected. Finally, culture for types 
of bacteria should be made. 

The proctoscopic examination should be made 
after one is satisfied with the results of examina- 
tion of the stools. Most of the lesions of the 
large intestine occur in the distal segments of 
the bowel or in that portion which can be 
visualized through the proctoscope and sigmoido- 
scope. The roentgenologic examination should 
always be made last. A physician can do a 
patient harm and himself an injustice by making 
the roentgenologic examination the initial one. 

Having established the diagnosis and with a 
clear picture of the form of ulcerative colitis at 
hand, the physician is prepared to undertake the 
treatment. In some forms of ulcerative colitis 
it now becomes important to determine whether 
the disease is a medical or a surgical problem. 
The disease rarely will be a surgical problem, 
but certain complications of the first type dis- 
cussed will require operation perhaps‘even at 
the initial observation. Such complications in- 
clude extensive strictures, extensive secondary 
polyposis, carcinoma, perforation of the sigmoid 
and other parts of the left half of the colon, 
severe, extensive, perirectal abscesses and recto- 
vaginal fistulas, and other even less commonly 
associated conditions. In the presence of such 
complications, the operation is not done for 
ulcerative colitis primarily but rather for the 
complications. 

The first two forms of ulcerative colitis dis- 
cussed, that is, the streptococcic type and the 
type of undetermined origin present the most 
difficult therapeutic problems. In discussing the 
first type, it is important to consider it accord- 
ing to the stage of the disease in which one sees 
the patient. From a clinical viewpoint, this type 
of the disease may be divided into three forms, 
namely, fulminating, severe and insidious. The 
insidious form usually involves only the rectal 
and sigmoid portions, or very little more, of the 
large intestine. The patient with the insidious 
form of the disease often complains of constipa- 
tion because he has some trouble evacuating his 
stools, although he may pass six or more bloody, 
purulent stools daily. The patient often speaks 
of severe constipation and forgets about the six 
or eight bloody rectal discharges which are 
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passed each day. He is not very ill but he is 
very uncomfortable. In the severe form of 
streptococcic ulcerative colitis, the involvement 
of the rectum, sigmoid and descending colon is 
somewhat more extensive than it is in the in- 
sidious form of the disease. The patient usually 
has a low-grade fever and the symptoms are 
more severe than they are in the insidious form. 

Fortunately, the fulminating form of the 
disease is not observed as frequently as the 
insidious form or the severe form. The onset of 
the fulminating form is similar to that of 
typhoid fever, acute bacillary dysentery or severe 
pneumonia. The patient has a severe systemic 
infection which often starts with a chill, fever 
and the passage of loose, bloody stools. If it 
were not for the fact that a physician has oc- 
casion to observe the patients after the severity 
of the attack has subsided, it would be difficult 
to say that they have the same disease as does 
the patient with insidious and severe forms of 
this disease. 

The measures to combat the fulminating form 
of this disease include those in common usage 
in the control of other severe streptococcic in- 
fections, plus measures to control the overactive 
intestinal peristalsis and debilitating diarrhea 
which results from this. 

Absolute rest in bed is required. This, of 
course, requires a good deal of nursing care 
because the frequent bowel movements cause 
the patient much concern and discomfort. The 
patients often are incontinent and the bloody 
fecal discharges pour from the anus continuously. 
At such times, mild sedatives, including the 
barbiturates and tincture of opium, are par- 
ticularly helpful. If the latter is used it should 
be given in minimal amounts and preferably for 
only a short time. 

The feeding of the patients often becomes a 
difficult problem. During the severe phase of 
the disease when perforation is impending, food 
or fluids should not be taken by mouth. Fluids 
should be administered intravenously to main- 
tain the fluid balance. Amino acids suitable 
for intravenous use are helpful but it is im- 
portant that a preparation containing all the 
essential amino acids be chosen for administra- 
tion. The injection of a preparation which does 
not contain all of the essential amino acids is 
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useless. If any question arises concerning an 
available preparation it is better to use blood 
plasma to supply the necessary amount of pro- 
tein. Nearly all of the patients require one or 
more transfusions of blood. It is of the greatest 
importance that every precaution for the safe 
injection of the blood be taken. There is no 
group of patients requiring blood transfusions 
in whom reactions are more likely to occur than 
in patients with severe ulcerative colitis. Hence, 
attention to the Rh factor, blood grouping, and 
cross-matching, and sedation are of the greatest 
importance. Sometimes it is advisable to trans- 
fuse small amounts of blood at frequent in- 
tervals, for example, 250 c. c. every other day, 
rather than to transfuse larger amounts less 
often. Extra vitamins, particularly in the form 
of the vitamin B complex, are indicated. The 
supply of vitamins C and K is often greatly 
depleted in these patients and this depletion fre- 
quently is the cause of excessive bleeding. Hence, 
large amounts of these vitamins should be given. 

Among the more active weapons to fight this 
severe infection are the sulfonamide drugs and 
penicillin. Until the patient improves so that 
the sulfonamide drugs can be given by mouth, 
probably the most satisfactory drug is sulfa- 
diazine, which should be given intravenously. 
As soon as the patient can tolerate things by 
mouth, the most satisfactory drugs are “neo- 
prontosil” or phthalylsulfathiazole. Ten to 15 
grains (0.65 to 1 gram) of “neoprontosil” (di- 
sodium 4-sulfamido-phenyl-2-azo-7-acetylamino- 
1-hydroxy-naphthylene, 3,6-disulfonate) or 15 
to 30 grains (1 to 2 grams) of phthalylsulfa- 
thiazole can be administered every three hours. 
Penicillin is best given intramuscularly in doses 
of 50,000 to 60,000 units, or even more, every 
three hours. 


Oxygen, given in a concentration of 100 per 
cent with the BLB mask, is often helpful in 
cases in which the patient is very ill. In a few 
cases in which oxygen has been administered 
in this manner, the temperature has dropped 
from 105° F. to normal in forty-eight to seventy- 
two hours. 

These measures have helped to change the 
patient from a severely ill person to one with a 
relatively mild form of the disease. Operation 
during the fulminating stage, or at this time, 
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seems to be contraindicated. It is only in the 
exceptional case of the severe fulminating ulcera- 
tive colitis that patients can be saved by opera- 
tion, if any can be saved. If the medical pro- 
gram is carefully carried out, the patients seldom 
die but they need constant and careful atten- 
tion. 


As soon as the disease has passed from the 
severe fulminating phase to a less severe or 
milder form, the importance of a carefully 
planned diet should impress the physician. It 
is well to increase the diet cautiously until it will 
furnish approximately 2,000 calories per day. 
It should contain an adequate amount of protein. 
It subsequently can be increased rapidly until 
it will furnish about 3,500 calories and contains 
at least 140 grams of protein daily. 


When the fulminating stage has subsided and 
during the less severe and insidious stages, the 
anticolitis streptococcic vaccine has been found 
very helpful. This is given subcutaneously in 
subreaction doses. The initial dose usually is 
0.65 ¢. ¢. 


Many patients have a great deal of anal 
discomfort. Warm anal irrigations and local 
application of suppositories benzocaine are help- 
ful for this. The program should be continued 
for some time after the patient’s symptoms 
subside. 


One should mention at this time some of the 
more recent approaches to the management of 
streptococcic and other forms of ulcerative colitis. 
Three facts, which possibly are related to thy- 
roid activity, might be mentioned. For years 
the use of tincture of iodine has been helpful 
in controlling the active symptoms in a small 
number of cases just as it has helped to 
control many other forms of diarrhea. At the 
clinic we have customarily given from 10 to 15 
minims (0.6 to 1 c. c.) of 7 per cent tincture 
of iodine (U.S.P. XII) in a glass of water after 
meals. This drug may be given for a week at a 
time or even longer in exceptional cases. Oc- 
casionally, a patient may have a hyperfunction- 
ing thyroid gland and ulcerative colitis. In 
three such cases in which the patients came un- 
der my observation, thyroidectomy resulted in 
control of the intestinal condition. With the 
thought that reduction of metabolism below the 
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normal in these cases might be helpful in con- 
trolling symptoms, the use of thiouracil was 
suggested by Martin! of London in 1946. Thy- 
mine, a substance similar in chemical structure, 
has also been tried. These substances have re- 
sulted in a favorable effect on the active symp- 
toms of ulcerative colitis in a few cases but in 
most cases in which thiouracil has been ad- 
ministered an appreciable improvement has not 
occurred. 


For years it has been thought that a lack of 
some enzyme or other substance in the intestinal 
mucosa might offer a favorable medium for the 
initiation of intestinal ulceration. With this 
thought in mind, Osterberg, Amberg and I pre- 
pared an intestinal extract in 1939 from the 
scrapings of the intestine of hogs. A favorable 
effect from its use was observed in a few cases. 
The war interrupted the commercial preparation 
of such a product but it is to be hoped that a 
further trial of such a preparation will soon be 
made. 

In some ways, streptococcic chronic ulcerative 
colitis is strikingly similar to rheumatic fever. 
The appreciation of this fact led to the use of 
calcium salicylate in doses of 10 to 15 grains 
(0.65 to 1 gram) every four hours, which pro- 
duced striking relief in a few cases. Other 
authors have found that acetylsalicylic acid in 
large doses sometimes acts very favorably. A 
group of Swedish workers, particularly Dr. Nana 
Svartz, have prepared a substance consisting of 
a salicylate and sulfapyridine, which they have 
named “salazopyrin.” I have given it to eight 
patients with favorable results. 

Whether a drug in which the combination of 
a suitable salicylate and the proper sulfonamide 
drug will control the active symptoms of this 
disease I am not prepared to say, but I feel 
that the use of such a drug holds promise.* 


One is frequently questioned about the 
familial incidence of this disease. I have records 
of at least twenty families in which from two to 
four members of a family had the disease. 


In this day of psychosomatic medicine, it 
seems natural for some physicians to attempt 
to establish a relationship between the psyche 





*The material that I have had has been distributed by 
“Pharmacia” of Stockholm, Sweden. 
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and the origin of ulcerative colitis. This has been 
done but, unfortunately, not too successfully. 
No one will deny that the patient with ulcerative 
colitis may be a tense, high-strung person, but 
this is not always the case. Considerably more 
than 50 per cent of the patients who have come 
to the clinic because of ulcerative colitis have 
been midwestern farmers, who usually are rather 
stable. However, in the treatment of any 
chronic severe infectious disease, the reaction 
of one’s nervous system must be considered. Dis- 
turbances of the nervous system are not a pri- 
mary etiologic factor. If a patient with chronic 
ulcerative colitis is treated only from the psycho- 
somatic angle and by psychoanalysis, his in- 
testinal symptoms may well be aggravated rather 
than relieved. 

Operation in this disease should not be per- 
formed unless complications are present. This 
does not hold true for the segmental form of 
ulcerative colitis, which usually has a granulo- 
matous character. When patients are seen in 
the acute or subacute stages, medical measures 
for the control of active symptoms are essential. 
The sulfonamides, particularly phthalylsulfa- 
thiazole and succinylsulfathiazole, are of im- 
mense help in this respect. Sometimes such com- 
plete relief follows the use of such a medical 
regimen that operation need not be considered. 
More often, however, surgical resection of the 
diseased segment of the bowel will be necessary. 

In the group of ulcerative colitis of unknown 
origin, the treatment, by and large, will be sim- 
ilar to that for the streptococcic variety. How- 
ever, inasmuch as the cause is not known, the 
response of therapy will not be as satisfactory, 
complications will occur more often and 
ileostomy may be required in a larger per- 
centage of cases. 

Sanatorium care for patients with tuberculous 
ulcerative colitis is still of paramount importance. 
The only recent advance which bids fair to be 
of considerable help is the use of streptomycin. 

The response of patients with amebic colitis 
to suitable combinations of ipecac, arsenic and 
iodine represents one of the most dramatic 
effects in medicine. When emetine hydrochloride 
is given in doses of 1 grain (0.065 gram) twice 
a day for three days and carbarsone is admin- 
istered in doses of 0.25 gram three times a day 
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for four days concurrently and followed by the 
administration of 0.25 gram of one of the iodide 
preparations, such as “diodoquin,” for a week, 
the symptoms will be controlled promptly. This 
course of treatment should be repeated at the 
end of the week. This plan of treatment will 
result in a cure in practically all cases of 
amebiasis. 

In the occasional case in which chronic ba- 
cillary dysentery follows an acute epidemic of 
this disease, the symptoms often are well con- 
trolled by measures outlined under the treat- 
ment of streptococcic ulcerative colitis and the 
sulfonamide drug of choice seems to be phthalyl- 
sulfathiazole, which possibly should be admin- 
istered in combination with sulfadiazine. The 
other forms of ulcerative colitis are relatively 
rare and their management is immediately sug- 
gested by the nature of the term ascribed to 
them. 


It is of the greatest importance that every 
attempt should be made to distinguish the 
various forms of ulcerative colitis. The more 
accurately such a distinction is made, the better 
the results of therapy will be. 
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THE AMERICAN ACADEMY OF 
GENERAL PRACTICE* 


ITS FUNCTIONS AND PURPOSES 


By P. A. Davis, M.D.t 
Akron, Ohio 


Before discussing the organization, purpose, 
and functions of the American Academy of Gen- 
eral Practice, it seems advisable to review some 
of the factors in the development of medicine 
during the past fifty years, so that we may draw 
a picture of the present-day trends wherein the 
man in the general practice of medicine and sur- 
gery seems to be allocated. For a short time, 
let us review some of the accomplishments which 





. *Read in Section on General Practice, Southern Medical Associa- 
og eae Annual Meeting, Baltimore, Maryland, November 
-26, 1947. 
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have been recorded as furthering the progress of 
medicine and benefiting the human being. 


(1) Educational Improvements and Require- 
ments.—We no longer find the physician educa- 
ted through an office apprenticeship, and if I 
am correctly informed, calomel, castor oil, tur- 
pentine, kerosene and various other kitchen rem- 
edies have suffered in popularity. Such an era 
was inevitable with the lack of transportation, 
educational, and research facilities. The doc- 
tor of today, when he enters practice, has had 
an education second to none, not only in the 
scientific subjects, but in literary subjects as 
well, and as progress is made, these other va- 
rious topics will be added to his curriculum. Post 
graduate instruction has been instituted by many 
medical colleges over the country in response to 
the demand of the general practitioner, who de- 
sires refresher courses. Local and district med- 
ical societies have also demanded post graduate 
days for their members, so that they may keep 
abreast of the modern developments in treatment 
and technic. The national trend is for more 
knowledge which the practicing physician can 
take back home to improve his value to his com- 
munity. 


(2) Hospital Development. — The develop- 
ment of the hospital to its present standard has 
been one of the influential factors in providing 
education and experience for the physician of 
today. We do not have sufficient hospitals, 
especially in rural areas. When this has been 
accomplished, rural medicine will progress and 
the individual will benefit thereby. 


(3) Research Facilities—One hundred years 
ago very little research was being done, and 
what was being done suffered from lack of 
material, finances, and technically trained men. 
Research has made great strides during the past 
fifty years because it has obtained financial sup- 
port from various sources. Large pharmaceuti- 
cal firms have expended vast sums; medical 
schools have obtained grants for definite re- 
search; closer cooperation and the coalition, in 
many cases, of hospitals and medical colleges 
supply facilities which are necessary for re- 
search; and, finally, various governmental 
agencies have set up research and teaching fa- 
cilities which can accomplish much which the 
private group cannot afford to finance. 
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The development of industry, which needed 
medical service, has led to the establishment 
of factory hospitals and research laboratories 
with well trained personnel. From these have 
come information as to the toxicity of various 
materials to which the workman is exposed and 
the development of methods of treating these 
conditions if they arise. 


(4) Development of New Procedures of 
Treatment.—Knowing what we do today, if we 
were to be transplanted back fifty years, we 
should be at a loss as to how to treat a patient. 
The development of deep x-ray therapy, elemen- 
tal radiation, and atomic fission is a remark- 
able advance over the old hand power static x- 
ray machine. What is in the future for atomic 
power as a medicinal factor is unknown. New 
developments in medicine, surgery, obstetrics, 
orthopedics, allergies, and ophthalmology, have 
markedly lowered morbidity rates. 


(5) New Medicines.— 

(a) Chemotherapeutic agents, sulfonamides 
of various types, with which you are familiar. 
Radiated iodine and phosphorus and atomic en- 
ergy will play future roles in the treatment of 
malignancy, anemias, and stimulation of growth 
factors. 

(b) Antibiotics, (penicillin, streptomycin, ty- 
rothricin, and gramicidin), will be improved. 

(c) Vitamins closely related to amino acids, 
have a field all their own. 

(d) Anti-allergic and antihistaminic drugs. 

(e) Split protein or hydrolyzed amino acids. 

(f) New drugs for malaria and tropical dis- 
eases. 

(g) Many others. 

The next fifty years will be the age of 
scientific research if future developments are 
as productive as in the last twenty-five years. 
These new developments have aided the phy- 
sician in the treatment of diseases and they have 
reduced the mortality rates markedly. For ex- 
ample, in the last thirty-four years the death in- 
cidence from pneumonia and tuberculosis has 
been reduced by four-fifths and the cardiorenal 
vascular diseases by one-third. 


(6) Development of Public Health Control 
and Prevention Clinics—The education of the 
public is a prime factor in preventive medicine. 
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If more people spent as much time and money 
in keeping their human machines in as good and 
efficient working condition as they do their auto- 
mobiles and other mechanical machines, we 
would have fewer chronic ailments and we would 
prevent many acute ailments. 


(7) Diagnostic Methods—These have been 
so improved that every physician can avail 
himself of them if he so desires. This should in- 
crease his diagnostic acumen by eighty per cent. 
What have all these developments done for the 
individual and the public at large? 

(a) Life expectancy has been increased from 
37 years in 1850 to 65 years in 1947, with a 
predicted 70 years by 1970. 

“In ancient Gaul in Caesar’s time, expectation of life 
for an infant was 18 years. So it has been estimated. 
In Gaul in 1750, it was 28 years. So it has been 
estimated. In America in 1850, 37 years. In 1900, 46 
years. In 1944, 64 years. In 1947, 65 years. In 1970, 
it may reach 70 years. Expectation of life is the ag- 
gregate years that a group of persons will live, divided 
by the number in the group.”—(Dingman.) 

(b) Mortality rates have been greatly re- 
duced. Infant mortality rates have been mark- 
edly reduced in the past 25 years. 

(c) Morbidity rates have been greatly re- 
duced. 

(d) Human physique has been improved. 

(e) Periods of confining and hospital stays 
have been reduced. 

(f) Better medical service. In fact, the best 
medical service in the world is available to the 
American public through its highly trained grad- 
uates of medicine. 


(g) Development of state and community 
health programs, which are and should be pri- 
marily preventive, not curative, in principle. 

(h) Development of free medical clinics, wel- 
fare and health services which provide care for 
the indigent, aged, blind, and many others who 
are financially unable to meet the expenses of 
the present period. 


Reliable statistics show that we are the best 
fed and healthiest nation in the world. They 
also show that we are the world center for 
medical education and research. These facts 
we can be proud of and we may congratulate 
ourselves on our accomplishments which have 
been possible because we have, up to now, been 
smiled upon by free enterprise. Shall the Amer- 
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ican system of medicine continue to progress as 
it has in the past fifty years, or shall we be 
subject to many restricting factors? 

In my opinion, there are many things, which, 
if they become effective, will revolutionize the 
practice of medicine to such a degree that we 
shall no longer maintain the world leadership 
which we hold today. What are some of these 
factors which are developing currently and gain- 
ing momentum and which will alter the course 
of medicine in the future? 

(a) Centralization of medicine, leaving rural 
districts without medical services —This has hap- 
pened because medicine has become a very scien- 
tific subject, and graduates of today are trained 
to use all available clinical and scientific diagnos- 
tic procedures to arrive at a correct diagnosis. 
These facilities are not available in rural com- 
munities; therefore, the practice of medicine has 
become centralized near available facilities. 
These conditions can be corrected when rural 
communities make such facilities available to 
the physician. Recent legislation for aid in 
construction and development of rural hospitals 
should be an impetus to all communities to 
commence such programs. 


(b) Over-specialization—If specialization 
continues to the point where every doctor is a 
specialist, the public will suffer. For example, 
John Doe supposedly has a conjunctivitis, ne- 
phritis, myocarditis, hemorrhoids, and a boil. To 
be cured he must see an ophthalmologist, urol- 
ogist, cardiologist, a proctologist, and a sur- 
geon. The specialist himself will suffer, because 
these patients will consult osteopaths, chiro- 
practors, naturopaths, and many other faddists. 
The public also loses that sacred doctor-patient 
relationship which we have been preaching for 
ages. Specialization should have as one of its 
requirements at least five, and preferably ten, 
years in general practice. This over-specializa- 
tion is not limited to the medical profession. It 
is present in the trades as well. If you have 
had any experience recently in building, you are 
aware of that condition. In some communities 
which are over-specialized, the public enters com- 
plaints because it cannot find a doctor to make 
a house call. This is not a healthy condition 
for the medical profession. 


(c) Political Encroachment.—For many years, 
since 1912, there has been a movement to sub- 
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ject medicine to some kind of political control, 
either state or Federal. We have been rather 
complacent in the past, feeling that such a situa- 
tion could not develop in a free country such as 
ours. We felt that our legislators would protect 
us, and they did in most cases, but with the 
social changes that have been introduced already 
and those that are planned for the future, this 
is not the time to permit ourselves to think we 
may not be assailed. If we scan the record 
of the past years, we shall see that many states 
have passed legislation granting licenses to limit- 
ed practitioners of various cults and faddists, 
both religious and non-religious. Many hos- 
pitals not recognized by the Council on Medical 
Education and Hospitals are in operation. These 
changes have come to pass through political 
forces. If federalization of medicine becomes a 
reality, then both parties concerned, the public 
and the physician, will be denied the fruits of 
progress. 


(d) Discouragements placed before the young 
man who desires to go into general practice.—The 
present trend in education for the medical stu- 
dent is a preparatory course for board certifica- 
tion. The hospital internship is a step toward 
a board residency and does not give the student 
who is going into general practice the desired 
training. More universities should follow the 
plan of Colorado University and establish a 
residency in general practice. All hospitals 
should have sections on general practice and 
the residency should provide graduate instruc- 
tion in the various specialties. Many hospital 
staffs are so over-specialized that the staff ap- 
pointments are discriminatory, and the man who 
has started in general practice is denied staff 
appointments, although his training, diagnostic, 
and therapeutic ability are often above that of 
the appointee. Finances often mold the educa- 
tional course of an individual and over-education 
does not always make the most successful phy- 
sician. The young student today who plans to 
go into general medicine needs encouragement 
from medical colleges, hospitals, medical organ- 
izations, communities, associates, and the public, 
if he is to fulfill his duty to the country as a 
whole. 


(e) Public Relations—Good public relations 
will do more for the practice of medicine than 
any other single factor. Public relations must 
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start with the individual physician and his pa- 
tients, then the local medical society and the 
community, then the state, and finally, the 
national associations. As Charles M. Swart has 
remarked, “Public relations are the sum total of 
private relations.” The sensational, dramatic, 
and exaggerated stories of some editorial writers 
about scientific medical facts is often misleading 
to the public, and the physician is called upon 
to give his patients the true facts. Give the pub- 
lic the medical truths, and they are compre- 
hending and cooperative. The American public 
desires to be self-supporting and not subject to 
governmental dictates. Public relations should 
encourage self-reliance and individual thinking. 

During this period of progress, how has the 
general practitioner fared? Up until the first 
World War he did very well, but since that 
time and especially during and since the sec- 
ond World War he has been denied many of 
his just privileges, discriminated against in many 
cases, and had his professional standards en- 
croached upon. 

What, then, can be done for the general prac- 
titioner? Several local organizations were formed 
over the country in an attempt to change or 
combat these encroachments, but these were 
all local in scope. Many of the problems which 
concern the individual general doctor can best 
be handled by concerted and organized action. 
This has been realized for some time, and it was 
felt that some organization should be formed 
which would help and protect the interests of 
the man doing general practice. This action 
was finally culminated on July 4, 1946, after 
various encroachments on the general practi- 
tioner became markedly evident. 

HISTORY OF THE AMERICAN ACADEMY OF 

GENERAL PRACTICE 

At a meeting of the American Medical Asso- 
ciation’s Section on General Practice in San Fran- 
cisco, July 4, 1946, there was introduced a reso- 
lution from the floor requesting the newly elect- 
ed chairman to appoint a committee to formu- 
late a national organization for general prac- 
titioners. 

The chairman, Dr. Paul A. Davis, appointed a com- 
mittee consisting of the following: 

Dr. Ivan Heron, California, Chairman. 

Dr. H. T. Jackson, Texas. 

Dr. Edward Nippert, Los Angeles, California. 
Dr. A. F. Frazer, San Francisco, California. 
Dr L. S. Burwell, California. 
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This committee was instructed to report at a special 
meeting called for the following day, July 5, 1946. 

On July 5, 1946, the committee reported and rec- 
ommended the following: 


(1) That a national organization be formed. 

(2) That it have as its purpose: “To advance the 
general practice of medicine and surgery.” 

(3) That the officers pro tem be those of the Sec- 
tion on General Practice: President, Paul A. Davis; 
Vice President, E. A. Royston, California; and Secre- 
tary, W. B. Harm, Detroit, Michigan. 

(4) That the officers appoint the necessary com- 
mittees to establish the necessary framework, purpose, 
scope, standards of eligibility, and financing of a per- 
manent organization, and to report at the next A.M.A. 
meeting. 

(5) That the officers take all necessary steps to 
insure a permanent organization. 

(6) That the appointed committee establish gen- 
eral practice sections of this society in all states and 
counties. 

This action before the section members was adopted 
by vote and the President pro tem immediately ap- 
pointed the following committees: 


(1) Committee on Membership and Organization: 
E. C. Texter, Detroit, Michigan 
V. R. Bryner, Salt Lake City, Utah 
C. O. Hughes, St. Louis, Missouri 
W. B. Harm, Detroit, Michigan 


(2) Committee on Constitution and By-Laws: 
Stanley R. Truman, Oakland, California 
Ivan Heron, San Francisco, California 
E. B. Leland, California 
W. B. Harm, Detroit, Michigan 
J. Craig Bowman, Ohio 


From July 4, 1946, until June 10, 1947, all mem- 
bers worked hard and diligently, contacting every state 
in the union, obtaining all information available in 
regard to general practice. The year’s work by the 
committee culminated on June 10, 1947, at a meet- 
ing called at the Hotel Claridge in Atlantic City, 
New Jersey, where the constitution and by-laws were 
adopted, officers elected, and the new organization of- 
ficially started to function as the American Academy 
of General Practice. 

To be eligible for membership the physician 
must be engaged in general practice. He must 
be duly licensed in the state in which he prac- 
tices, and must be of high moral and profes- 
sional character. He must have had at least 
one year of rotating internship at an approved 
hospital, or the equivalent in post graduate train- 
ing. He must have been in general practice for 
at least three years. (Special consideration is 
being given by the Membership Committee to 
military service.) He must have shown interest 
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in continuing his medical advancement by en- 
gaging in post graduate educational activities. 

A feature of great interest to prospective mem- 
bers is the requirement that in each three-year 
period a Fellow complete 150 hours of post 
graduate work. The membership committee has 
not yet published the accepted list of work ful- 
filling this requirement, but it is expected that 
the plan will follow somewhat those of similar 
local groups who have allowed about one-third 
of the hours at staff meetings, one-third at con- 
ventions, and one-third at post graduate courses. 

The organization of the Academy is patterned 
upon a combination of the most desirable fea- 
tures of the leading medical organizations and 
the American Bar Association. The constitution 
will show that it is both efficient and demo- 
cratic. Provision is also made in the by-laws 
for the establishment of state and county 
branches of the American Academy of General 
Practice. 

Since its inception the progress in organiza- 
tion has been remarkable. After only three 
months, the membership is larger than all but 
the largest specialty group, and will exceed in 
6 months all other specialty groups. The Acad- 
emy is represented in forty-one of the states, 
and Hawaii. 


Every general practitioner owes it to himself 
and to the profession to which he has been 
called, to qualify for membership in the Amer- 
ican Academy of General Practice; and when 
he has become a Fellow, to do everything in his 
power to further its aims. 





THE USE OF PHYSICAL AGENTS 
IN GENERAL PRACTICE* 


By WattTerR J. LEE, M.D. 
Richmond, Virginia 


The use of physical agents is of interest to 
the general practitioner who has recently been 
described ‘‘as a physician who does not limit 





_ *Read in Section on General Practice, Southern Medical Associa- 
tion, Forty-First Annual Meeting, Baltimore, Maryland, November 
24-26, 1947. 

*From the Department of Physical Medicine, Veterans Adminis- 
tration Hospital, Richmond, Virginia. Published with permission 
of the Chief Medical Director, Department of Medicine and 
Surgery, Veterans Administration, who assumes no responsibility 
for the opinions expressed or conclusions drawn by the author. 
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the character of his practice but who requests 
consultation in situations beyond the scope of 
his competence.” As a specialist I could try to 
confuse you with the intricacies of our specialty 
with the hope that you might send your patients 
to us or as the other extreme I might convince 
you that these gadgets, machines, and technics 
are good “practice builders.” My desire is 
neither. It is my wish to interest you in physical 
medicine as it may be applied in general prac- 
tice with the hope that you will consider that 
a physical agent can be prescribed with the same 
dignity, confidence, and therapeutic effect as can 
any other agent in your armamentarium. More 
than this is beyond the scope of this paper. 


During the recent war as in other fields in 
medicine and surgery much experience has been 
gained in the application of physical agents in 
the diagnosis and treatment of disease and the 
management of disability. Orthopedists, sur- 
geons, and neurologists have recognized the 
value of physical agents in dealing with condi- 
tions affecting locomotion but the internist and 
general practitioner have less frequently under- 
stood and employed these methods. The public 
has long remained aware of the value of physical 
measures and often seeks it from non-medical 
sources when denied it by physicians. This 
can be explained as due to a paucity of medical 
education and training in this field, only re- 
cently recognized as a specialty. 


Physical medicine is expanding rapidly and is 
progressing in several directions: (1) definitive 
physical therapy; (2) occupational therapy; 
(3) reconditioning of the convalescent patient; 
and (4) rehabilitation of the disabled. Physical 
medicine may be defined as the employment of 
the effective physical properties of light, heat, 
cold, water, electricity, massage, rest, exercise, 
and mechanical agents for diagnosis and treat- 
ment. It is applied physiology and bio-physics. 


In a short discussion it is impossible even 
briefly to enlarge upon each of these modalities, 
give their sources, physiological and _bio- 
physical effects, indications and contra-indica- 
tions in the treatment of disease and disable- 
ment. Since rheumatoid arthritis is frequently 
encountered in general practice and because it 
is a systemic disease with protean manifesta- 
tions, it provides an excellent medium for illus- 
trating the use of these various physical agents. 
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Both local and general measures are neces- 
sary for the proper management of the arthritic 
patient. The principles of treatment agreed on 
by most authorities include physical and mental 
rest of the patient as a whole and a regime aimed 
toward perserving muscle and joint function. In 
order to carry out this objective a combination 
of physical measures is indicated. 


Heat is used for its primary physiologic ac- 
tions in increasing the local circulation, its 
analgesic or sedative effect, and to aid in mus- 
cular relaxation. Thermal energy is a form of 
molecular motion, that may be transmitted in 
three forms: (1) convective heat, when heat is 
thrown on the body surface from an outside 
source; (2) conductive heat, when it is applied 
by direct contact with the body surface, and (3) 
conversive heat, when it is generated in the 
bodily tissues due to resistance to the passage 
of high frequency electric currents. 


Convective heat may be applied to joints in 
both the home and office from radiant heat 
cradles or bakers utilizing light bulbs, or lamps 
with tungsten or carbon filaments. It must be 
borne in mind that the near infra-red rays 
with wave lengths between 770 and 1,400 mil- 
limicrons in the electromagnetic spectrum are 
the most penetrating rays. These rays are de- 
rived from the luminous sources mentioned and 
are more effective because of this deeper pene- 
tration than the heated coil or hot plate. 


Sources for conductive heat include electric 
pads, hot air blowers, local applicators heated 
from within, hot solids or semisolids such as 
paraffin, and devices for local application of hot 
water. Application of hot paraffin is a clean and 
effective method of raising temperature at any 
peripheral joint. Its main advantages are that 
it holds the heat, is easily available, entirely 
surrounds the part, and produces good hyper- 
emia. It is particularly advantageous for home 
treatment in localities where electricity is not 
available. Warm whirlpool baths in addition to 
heating effects also provide mild stimulative 
massage and an opportunity for underwater 
exercise. In the home a daily hot bath or shower 
is of value. A safe bath temperature to begin 
with is 100° F. and it may be increased as 
tolerated. In an occasional patient contrast 
baths appear to give more relief than does the 
use of heat alone: In this procedure the tem- 
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perature of the hot water is 100° to 110° F, 
and that of the cold is 60° to 65° F. Several 
alternate immersions are recommended always 
starting and finishing with the hot with five 
minutes in the hot and two minutes in the cold. 


For conversive heat, high frequency currents 
have been used widely for the past 15 to 20 
years. Most physicians are familiar with dia- 
thermy. It is well to remember that short 
wave diathermy has replaced the conventional 
long wave diathermy machines and the use of 
the induction cable has largely replaced the 
condenser pads. The chief advantage of this 
form of heat is that deep heating of the tissues 
can be produced when desired. In rheumatoid 
spondylitis diathermy is contra-indicated when 
roentgen therapy is being given. Fever therapy 
is often of benefit in selected cases but it is a 
hospital procedure, however, a febrile reaction 
may be produced by a thermal bath at a tem- 
perature of 99° F. to 105° F. 


Massage is a useful and often neglected pro- 
cedure that cam improve muscle tone and in- 
crease local circulation at the joint. Massage as 
used in arthritis is of gentle stroking and knead- 
ing motion, is given above and below the joint, 
but is to be avoided during the stage of acute 
inflammation. Percussion movements such as 
hacking, clapping, and the like are never used 
in arthritis and rarely in physical medicine. 


The ultra violet portion of the electromagnetic 
spectrum extends from 180 millimicrons to 390 
millimicrons. The mercury quartz lamp is the 
most commonly used source of ultra violet light 
for therapeutic purposes. These lamps emit 
wave lengths between 290 millimicrons and 390 
millimicrons primarily which is the range that 
produces photochemical effects resulting in pig- 
mentation and stimulation of conversion of pro- 
vitamins into vitamin D. All of these lamps 
have a smaller percentage of emission lines in 
the bactericidal portions of the spectrum (254 
millimicrons to 270 millimicrons), but have bac- 
tericidal effects in large doses. The spectral 
characteristics of each machine must be known. 


Ultra violet irradiation either by natural or 
artificial sources in mild graduated doses seems 
to improve general well being but has no known 
specific effect in arthritis. In psoriatic arthritis 
ultra violet is used alone or in conjunction with 
the application of coal tar ointment. 


Before 
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any ultra violet therapy is given the machine 
must be standardized for dosage. The Council 
on Physical Medicine of the American Medical 
Association has published a concise and authori- 
tative review titled “The Therapeutic Value 
of Ultra Violet Irradiation.” 

I now come to therapeutic exercise which is 
the most important single physical measure used 
to improve joint function. It is most effective 
when combined with heat and massage. 

Therapeutic or corrective exercise has been 
defined by Elkins? as the scientific application 
of bodily movement in treatment of disease or 
of malfunction. To prescribe exercise adequately 
requires the ability to recognize malfunction and 
knowledge of the functional and pathological 
anatomy of the part. This knowledge is neces- 
sary to arrive at a proper dosage in order to 
minimize the ill effects and to magnify the 
desired therapeutic results. Some of the im- 
portant physiologic effects are: (1) it increases 
circulation; (2) it increases muscular strength; 
(3) it prevents muscular atrophy and in some 
instances decalcification of bone; (4) it assists 
in maintaining normal range of motion; and 
(5) it helps reestablish former patterns of motion 
or to establish new patterns in conditions result- 
ing from lesions of the central nervous and 
musculoskeletal systems. Therapeutic exercise 
may be classified then as follows: passive exer- 
cise, active assistive exercise, active exercise, and 
active resistive exercise. 


The active cooperation of the arthritic patient 
is essential for obtaining satisfactory results in 
mobilizing joints and maintaining good muscle 
tone. It is my opinion that in the early acute 
stage complete rest of the joint is indicated. 
Proper positioning and splinting are necessary 
during this early phase, and static or muscle- 
setting exercises only are used. Watkins*® says 
that as the inflammatory process subsides care- 
fully graded active exercises may be initiated; 
at first consisting of active assisted motions, and 
later of voluntary exercise. Resistive exercises 
are rarely indicated because of the tendency to- 
ward subluxation. As the process becomes 
chronic or a remission occurs, active resistive 
exercises can be instituted. These exercises are 
to be carefully graded and purposeful being 
directed primarily toward gait and posture train- 
ing. For developing strength, coordination, and 
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skill in the upper extremities occupational 
therapy is utilized. Mental as well as physical 
function is stimulated by this method. Occu- 
pational therapy can consist of anything from 
weaving a rug to driving a nail provided the 
exercise performed is interesting, purposeful, and 
directed toward improvement of function. Occu- 
pational therapy may also take the form of pre- 
vocational training as a part of adequate re- 
habilitation. 


Rheumatoid spondylitis provides a condition 
to illustrate the value of special exercises in the 
prevention and treatment of disability. Deep 
breathing and postural exercises are a valuable 
adjunct when combined with x-ray and other 
recognized procedures. 


Since rheumatoid arthritis tends toward 
chronicity, physical measures that can be 
utilized in the home each day are to be recom- 
mended. Treusch and Krusen‘ reported a survey 
of home physical therapy in 229 cases of arth- 
ritis, and found that 93 per cent of the patients 
followed the instructions for home therapy and 
65 per cent continued them for three months 
or longer. They observed that patients with 
more than one course of instruction were more 
likely to carry on. Four-fifths of the patients 
were definitely benefited, and two-fifths were 
enthusiastic over the regime. How physical 
agents may be used in general practice has been 
illustrated in the treatment of arthritis. Their 
uses are many in the other disease processes 
that you will manage in your practice. Those 
cases for rehabilitation requiring special technics 
and care in which the heavy demands of practice, 
the lack of proper facilities and trained per- 
sonnel make it impossible for you to handle 
should be sent to special centers. Most major 
medical centers have established or are estab- 
lishing departments of physical medicine and 
rehabilitation. 


In concluding it should be mentioned that 
teaching and planned research in physical 
medicine are being carried out in these centers. 
Krusen> summarized these trends succinctly and 
pointed out that much stimulus for these projects 
has been derived from the generous support of 
the Baruch Committee on Physical Medicine and 
the National Foundation for Infantile Paralysis. 
Fellowships, residencies and post graduate in- 
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struction in physical medicine are now available 
to meet the needs of an improved standard of 
medical practice. 
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DISCUSSION (Abstract) 


Dr. Robert Dow, Washington, D. C.—Physical med- 
icine today has a very broad scope and one might just 
as well attempt to give in twenty minutes all of the 
applications of internal medicine in general practice or 
all of the applications of surgery in general practice. 


The specialist in the field must be a combination of 
electronics engineer, physician, anatomist, physiologist, 
and so on. But as Dr. Lee has said, there are many 
physical measures which are available to the general 
practitioner in the home. Some of these are, for example, 
the bathtub. One can give in the bathtub in the home 
just as fine a thermal bath for the arthritic or spondy- 
litic patients as can be given at a spa. There are just as 
many opportunities in the little gadgets around the 
house for the provision of exercise for an arthritic hand 
as one can find in some of our finest clinics. 


It requires sometimes a little ingenuity on the part 
of the practitioner to locate these means and to isolate 
them for the specific use and the specific joint, but a 
doorknob, for instance, is a place for excellent exercise 
of the phalangeal joints which are commonly affected 
in the rheumatoid patient. 


There is a phase of therapy in the arthritic which 
may need a little further discussion than Dr. Lee has 
given in this excellent treatment of the subject, and 
this is concerned with the patient in the chronic or 
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systemically inactive stage of the disease. Very fre- 
quently the physician has well attended the systemic 
illness of the arthritic patient and has applied suitable 
therapy locally to the affected joints. His patient, how- 
ever, continues to complain of joint pain. Indeed, he 
still says that his “arthritis” annoys him. More ac- 
curately, the patient should say that his “joints” still 
annoy him, because careful clinical examination will 
disclose little evidence of an arthritic lesion, but very 
commonly it will show musculoskeletal defects such as 
extensive disuse atrophy of the muscles, ligamentous re- 
laxation and instability, muscle contracture, contracture 
of the joint capsule, and postural and body mechanics 
deviations. 

In other words, the arthritis is now quiescent but 
the consequences of inactivity, of voluntary splinting, 
and of swelling in the part, are now in evidence. 

A proper examination and the application of the 
proper therapeutic approach will give a satisfied patient 
who enjoys the fullest functional return. 

Speaking of examination, it should be stressed that 
examination by utilization of the five senses is prefer- 
able to and at least equal in reliability to the x-ray 
examination of joints in arthritis. X-rays are corrobora- 
tive only. The physician who does not undress his 
patient and perform a clinical examination is in no 
position to tell his patient, “You have no arthritis” just 
because the x-rays are negative. 

Many a fresh case of arthritis will be missed because 
it takes time and repeated assaults upon a joint to give 
appreciable changes in the roentgenogram. In fact, the 
physician will have missed the most propitious oppor- 
tunity to provide the complete survey which could avoid 
future attacks in these places. 

One other thing that Dr. Lee mentioned which may 
have escaped your notice is the utilization of so-called 
static exercise. That means that the muscle is brought 
to a mild state of contraction but the joint is not 
moved, so it is a form of exercise which may be utilized 
during the acute stage of rheumatoid arthritis without 
danger of unfavorable systemic effect. 

It is a very valuable thing, and if you refer to the 
textbooks and try it on yourself it will become very 
easy to instruct your patients in its use. 
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MECHANISM OF LYMPHOCYTOSIS 


Many factors have been shown to be con- 
cerned in the lymphocyte level of the blood. 
It is altered particularly by infections, exercise 
stress and by hormonal changes. Acute in- 
jury is believed to stimulate the anterior pitui- 
tary gland to stimulate the adrenal cortex to 
secrete a hormone which causes dissolution of 
the lymphocytes thus releasing protective sub- 
stances and constituting a defense reaction.! 

Hechter? > has developed an ingenious and 
informative test of some of the elements in lym- 
phocyte control in the blood stream. There is 
usually, but not invariably, a lymphocytosis 
in response to exercise, he says, and there is 
usually a lymphocytosis in response to emo- 
tional stress. In rats, he produced both physical 
and emotional stress by forcing them to swim 
for an hour. In all his experimental animals 
under swimming stress, lymphocytosis occurred. 

He maintained isolated spleens in a perfusion 
apparatus surrounded by normal blood, and 
showed that when an adrenal cortical extract 
was added to the perfusion blood, lymphocyte 
discharge occurred. Other hormones including 
desoxycorticosterone acetate, failed to stimulate 
the spleen to discharge lymphocytes. Using liv- 

1. Zeckwer, Isolde: Shrinkage of Lymphatic Tissue in Rats 
Following Infections of Insulin. Amer. J. Physiol., 152:267 
(Feb.) 1948 

2. Hechter, Oscar: Lymphocyte Discharge from the Isolated 


Rabbit Spleen by Adrenal Cortical Extract. Endocrinology, 42: 
285 (April) 1948. 
3. Stone, Davis; 


and Hechter, Oscar: Splenic Lymphocyte 


Discharge Induced by Adrenal Cortical Hormones under in Vivo 


Conditions. Endocrinology, 42:307 (April) 1948. 
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ing animals he showed that if the spleen was 
removed, or the adrenals, the expected lym- 
phocyte rise in the blood did not take place after 
swimming. In adrenalectomized animals, release 
of lymphocytes occurred upon injection of ad- 
renal cortical extract. 

Adrenalectomized animals are exceedingly 
sensitive to insulin, and conversely, according to 
Zeckwer,! large doses of insulin may cause hy- 
pertrophy of the adrenal cortex, which in turn 
tends to cause discharge of lymphocytes from 
lymph tissue. Zeckwer investigated the question 
of whether large doses of insulin would result 
eventually in shrinkage of the lymphatic tis- 
sues. Rabbits were injected by her with in- 
creasing doses of insulin, to which they became 
increasingly tolerant. The adrenals enlarged, as 
was anticipated, and at autopsy the mesenteric 
lymph nodes had considerably shrunken. Thus 
lymphatic tissue could be exhausted by insulin 
treatment, which seemed to act through the 
adrenals. 

Insulin has a tendency to stimulate the ad- 
renals first perhaps, and later to exhaust them. 
The adrenals in turn perhaps first stimulate the 
lymphatic tissue to hypertrophy before it 
shrinks from overstimulation. The process thus 
might be arrested at a stage of hypertrophy or 
involution. 


Workers‘ at the University of Pennsylvania re- 
cently have induced diabetes in cats by intra- 
peritoneal infusion with large quantities of 
sugar. Insulin secretion was first increased 
then signs of pancreatic islet injury appeared 
and subsequently the regular symptoms of dia- 
betes with glycosuria and hyperglycemia. Pre- 
sumably a course of overexposure to glucose in 
the human, that is, too high a glucose con- 
sumption, could overstimulate the pancreas to 
insulin production. This would tend to stim- 
ulate the adrenal cortex to hypertrophy, which 
would cause overactivity of lymphoid tissue and 
its subsequent deterioration. From study of 
these reactions it is not difficult to see that 
nutritional abnormalities in the diet of young 
or adult animals and humans can set in motion 
endocrine changes which soon become self per- 
petuating. A high sugar diet might be con- 
cerned in, for example, tonsillar hypertrophy. 





4. Dohan, F. C.; and Lukens, F.D.W.: Experimental Dia- 
betes Produced by Administration of Glucose. Endocrinology 
42:244 (April) 1948. 
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GROUP THERAPY IN SCHIZOPHRENIA 


The unravelling of some of the motives of 
the schizophrenic, with improved methods of 
treatment of the insane, are major medical 
achievements of this century. Their develop- 
ment has been so gradual and unspectacular 
as to be little heralded among the medical 
profession at large. The theories are so simple 
that persons who hear of them are apt to be- 
lieve that they have always known them. Yet 
the lunatic formerly considered hopeless has 
in recent times more frequently returned to 
productive life and remissions have been pro- 
duced among a group long abandoned. A 
recent report! from St. Elizabeth’s Hospital, 
Washington, D. C., furnishes an interesting il- 
lustration of a method employed with benefit 
among patients in an advanced stage of in- 
sanity. 

It deals with the handling of 25 colored men, 
schizophrenics confined in the hospital, 8 of 
whom were criminals, 5 murderers. There were 
paranoids, catatonics, cases of arteriosclerosis, 
epilepsy and general paresis. The majority had 
been hospitalized over a year; a third from five 
to 23 years. They were thus chronic, not acute 
cases. Many were violent and dangerously as- 
saultive and they had been placed together be- 
cause they were difficult to handle. They were 
the type of patient usually considered most un- 
promising and doomed to steady deterioration. 
Because they were a very destructive group 
they were denied recreational therapy. They 
were bored and violent, and tended to retreat 
further into a regressive and dilapidated state. 

The course of treatment consisted of an hour 
a day of group therapy, in which the physician 
set himself the task of leading and observing 
the split personalities, in the effort to make the 
men work as a group with each other, to in- 
crease their awareness of reality. 


On the first day he merely sat down in their 
day room with them for an hour, asked two 
patients how they felt, and they told him how 
much they resented the wristlets which they 





1. Abrahams, Joseph: Preliminary Report of an Experience 
in the Group Therapy of Schizophrenics. Amer. J. Psychiatry 
104:613 (April) 1948. 
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were forced to wear. He assembled others of 
the group to discuss the matter of whether these 
two should be freed of their wristlets, and con- 
tinued from this subject to discussion of other 
problems of the ward. By the tenth day’s ses- 
sion, twc members of the group were elected 
by the ward to take care of the recreational 
material provided by the Red Cross. The two 
selected at first expressed concern over such 
a responsibility if two other members who claim- 
ed to be God and the president respectively, 
should insist that the games belonged to them. 
This problem was discussed with the two, and 
the property was scrupulously preserved dur- 
ing the remainder of the period of observation 
reported. 

Members of the group were constantly in in- 
tense struggle for social acceptance, first by 
the doctor and then by each other. Their at- 
tendants were at first in opposition to the 
treatment and not helpful. Yet group under- 
standing of one another’s difficulties slowly 
improved, as did the patients’ ability to “en- 
dure reality without recourse to psychotic meth- 
ods.” 

This last phrase expresses the currently ac- 
cepted theory of the cause of insanity: that 
what has been called lunacy is the result of 
an inability to face life’s situation; that the 
failure is generally considered the result of a 
psychological injury of childhood, and that this 
is, even at a late date, to some degree rep- 
arable. This working hypothesis has given some 
good results. 

After 41 days of therapy the group main- 
tained a considerable degree of order within 
itself. The schizophrenic who said he was 
president was able to discuss his two worlds 
with the group, to describe his world of reality 
and his world of fooling himself because of his 
loneliness. The group was helpful to new pa- 


tients who came into its atmosphere. 

In a way, this is a slight achievement. Yet as 
a demonstration of the effectiveness of therapy 
by kindliness, consistency, and gentle methods 
among a violently insane group, it has implica- 
tions for educational and child caring agencies, 
as well as for sanitoria and penile institutions. 
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URINE SEDIMENT IN PREGNANCY 


A vaginal smear test! for pregnancy was ad- 
vocated as long ago as 1925. The marked cyclic 
changes in form and glycogen content of the 
cells lining the vagina and uterus, and the pos- 
sibilities of experimental reproduction of the 
temale cycle through various endocrine treat- 
ments has maintained interest in the subject. 
In the past few years studies on cancer diagnosis 
from vaginal smears have been numerous and 
the hope of early diagnosis of pregnancy also 
by smear examination continues. The technic 
of study of the morphology of genital smears 
in cancer and during pregnancy requires special 
training. 

Papanicolaou? has recently suggested an im- 
provement in pregnancy diagnosis by the prep- 
aration of smears from urine sediment instead 
of from the cells discharged into the vagina. The 
urinary tract lining has its own characteristic 
changes in pregnancy. Smears of the urinary 
sediment, Papanicolaou says, give a rather uni- 
form cell appearance, convenient for study. 
The effects of estrogens are clear upon urinary 
sediment, and he reports a characteristic cell 
of pregnancy, upon which further studies will be 
made. It is not sufficiently clear cut early in 
pregnancy to displace the usual animal tests for 
ovarian stimulation, the Aschheim-Zondek and 
Friedmann tests, but it is informative. 

Simplification of the technic of pregnancy 
diagnosis, resting as it does upon an increasingly 
broad understanding of the hormonal mechanism 
of normal and abnormal pregnancy, will be a 
boon to clinical practice and will greatly advance 
diagnosis of early disease. With so much ac- 
tivity and interest in this field, rapid progress 
in technic is inevitable. 





TWENTY-FIVE YEARS AGO 
FroM JOURNALS OF 1923 


Leprosy—tThe lepra bacillus was discovered in 1872 
by Hansen * * * is resistant to any culture medium so 
far tried. While some claim that the bacillus can be 
found in 95 per cent of scrapings from the mucous 
membrane of the nose in lepers, we have been able 





1. Papanicolaou, G. N.: Proc. Soc. Exper. Biol. and Med., 


22:436, 1925 


2. Papanicolaou, G. N.: Diagnosis of Pregnancy by Cytologic 
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to find it in hardly 75 per cent. The swollen glands 
and ulcers are teeming with the bacilli and they can 
usually be found along the sheath of the ulna and 
perineal nerves. 

Just how the disease is carried is still a problem 
to be worked out * * * the best authorities are op- 
posed to the idea that it is transmitted by the mos- 
quito or other insects. However when fed upon 
leprous secretions rich in the parasites, the bacilli 
have been found in the stomach of these insects. 
It has been my idea for some years that the disease 
is probably transmitted by the itch mite, as the lepers 
usually are from the poorer classes, and unclean in 
habits. Most of them have scabies and here we have 
a portal of entry where the bacillus can be sealed up in 
the skin and make its growth at some later period 
when the proper conditions are ripe or the resistance 
low. The incubation period seems to vary from three 
months to about twelve years. 

There is a native belief that leprosy is a curse 
from Heaven and that the only cure for this dreaded 
malady is to partake of human flesh. The testes are 
considered to possess the essential extract; and oc- 
casionally a baby’s life is taken and this part eaten 
in the effort to find a remedy * * * in 1908 I! first 
used chaulmoogra oil by mouth * * * we have in 
chaulmoogra oil a specific * * * with patient treatment 
encouraging results will be shown * * * The general 
and hygienic measures should be insisted upon, es- 
pecially a regular and systematic form of exercise or 
labor. 





Maternal Health.2—The Connecticut legislature passed 
an act in April directing the state department of public 
health to refuse the federal aid provided for under the 
Sheppard-Towner Law. 


Danish Report on Meat in Europe3—Physicians cer- 
tainly should not agitate for a dietary rich in meat. 
We can leave that to the farmers and the big slaughter 
houses. * * * I once calculated that if people lived only 
on products of the earth—corn, potatoes, fruits and 
vegetables—seven grown up men or nine persons (men, 
women and children) could get nourishment enough 
from a hectare (2%4 acres). * * * When we consider 
how the people in the greater part of central Europe 
have been starving and are still starving because not 
enough nourishment can be produced, these figures 
look a bit curious. * * * The production of pork and 
milk gives a loss of nourishment of 80 and of beef, 
even 95 per cent. The central powers are starving only 
because the people require too many animal products. 
They believe in the necessity of a greater use of these 
products and are supported in that by the scientists. 


1. Wilson, R. M.: (Southern Presbyterian Mission Hospital, 
Kwangju, Korea): Treatment of Leprosy. Sou. Med. Jour., 
16:507 (July) 1923. 

2. Association News. J.A.M.A., 80:1700 (June) 1923. 

3. Hindehede, M.: Protein and Pellagra. J.A.M.A., 80:1685 
(June 9) 1923. 
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* * * It is an irresistible necessity for Europe that the 
population begin to realize that science has committed 
a fatal mistake. 


The experience of Denmark during the rationing 
showed how easy it is to procure nourishment enough 
if people only limit sufficiently animal production. It 
would of course be foolish to abolish this production. 
What would it avail if we in Denmark produced food 
for twenty-two million when we have only three mil- 
lion? In that case six-sevenths of the food would have 
to be wasted—provided of course the other countries 
acted the same way so that nothing could be exported. 





CORRECTION 
Editor, 
Southern Medical Journal: 

My attention was called by Dr. Samuel J. Prigal of 
New York to an error in our article which appeared in 
the February issue of the Southern Medical Journal 
(page 148). Reference 2 quotes Dr. Prigal as saying, 
“And this is confirmed when one reads that 20 per cent 
of his patients objected to it and two were unable to 
tolerate this method of administration at all.” 


The quotation should have read: 


“These favorable results were tempered by complete 
failures in eight instances (20 per cent), in two of which 
there was aggravation of symptoms due to intolerance 
of steam.” 


The authors regret the error. 
Howarp M. Busert, M.D. 


Baltimore, Maryland, April 26, 1948. 





CONTAMINATED DEXTROSE 


Editor, 
Southern Medical Journal: 


To allay public apprehension that an injection from 
the lot of contaminated 5 per cent dextrose in saline 
solution CM-8164 may still be unwittingly administered, 
Cutter Laboratories announced today that they are re- 
questing all hospitals to return all Cutter 5 per cent 
dextrose in saline solution which they may have on hand, 
regardless of serial number. 


This unfortunate occurrence emphasizes the need for 
making certain that the standard hospital procedure 
is always followed: Inspection by a competent tech- 
nician, under good light, of any intravenous solution 
before injection. Cutter technicians in cooperation with 
federal and state food and drug experts are continuing 
a searching investigation to determine the cause of the 
contamination. 

CuTTER LABORATORIES 


Berkeley, California, May 5, 1948 
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Book Reviews 


Clinical Neuro-Ophthalmology. By Frank B. Walsh, 
M.D., F.R.C.S. (Ed.), Associate Professor of Ophthal- 
mology, The Johns Hopkins University. 1,532 pages, 
illustrated. Baltimore: The Williams and Wilkins 
Company, 1947. Price $15.00. 

In preparing this encyclopedic study, the author had 
the advantages of the neuro-ophthalmic material of 
Johns Hopkins Hospital and the Baltimore City Hos- 
pitals, together with the help of authorities eminent in 
neurology, neuropsychiatry and neurosurgery. 

The first section considers diagnosis of lesions at dif- 
ferent levels of the visual pathways, the effect of cen- 
tral and peripheral lesions on the nerves of the ocular 
muscles, and the ocular autonomic nervous system. The 
entire nerve system of the eye and adnexa is discussed 
from the neurologic viewpoint, including such subjects as 
strabismus, convergence and divergence paralysis, and 
abnormal retinal correspondence. 

The section dealing with papilledema, optic neuritis 
and optic atrophy is very complete. Congenital and 
developmental abnormalities and diseases of the ocular 
nervous system are presented. Infections and parasitic 
invasions of the nervous system and their ocular signs 
are included, and there is an extensive description of 
special syndromes and diseases of a heredofamilial and 
degenerative nature. The ocular signs of toxic and 
metabolic diseases, and of vascular lesions of the nervous 
system are given. Ocular tumors and injuries by 
physical agents receive detailed consideration. The ocular 
relationship of epilepsy and migraine is discussed. Chap- 
ters on the ocular signs of hysteria, and the effect of 
drugs and poisons on the ocular nervous system com- 
plete the book. 

This work treats exhaustively almost every type of 
nerve abnormality and disease of the body which has 
ocular signs, or which could involve the ocular nervous 
system. 

Dr. Walsh has made full use of his opportunities and 
is to be commended for this outstanding volume which 
will be pre-eminent for many years. 





Infant Nutrition, A Textbook of Infant Feeding for 
Students and Practitioners of Medicine. By P. C. 
Jeans, A. B., M.D., Professor of Pediatrics, College of 
Medicine, State University of Iowa, Iowa City; and 
Williams McKim Marriott, B.S., M.D., Late Professor 
of Pediatrics, Washington University School of Medi- 
cine; Physician in Chief, St. Louis Children’s Hospital, 
St. Louis. Fourth Edition. 516 pages, illustrated. St. 
Louis: The C. V. Mosby Company, 1947. Price $6.50. 
The lack of any fundamental change in this fourth 

edition of the book that was originally published in 1930 

speaks well for the basic principles of Marriott’s ideas 

of infant nutrition. The great advances that have oc- 
curred in the field of nutrition have made the subse- 
quent editions necessary and no author could have found 
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a more sympathetic and capable revisor than Jeans who 
worked with Marriott when he was simplifying infant 
feeding and rationalizing infant nutrition on the basis 
of his extensive knowledge of chemistry. Since leaving 
St. Louis, Jeans has continued his work in nutrition with 
especial interest in the vitamins, in which field there has 
been the greatest advance in knowledge. The book is 
authoritative, readable and well arranged, containing, 
not only the subject matter of nutrition but also a 
consideration of diseases which affect the nutritional 
processes in infancy. The final chapter on “Techniques” 
should prove valuable to anyone having infant patients. 





A Text-Book of Pathology. By E. T. Bell, M.D., Pro- 
fessor of Pathology in the University of Minnesota, 
Minneapolis, Minnesota. Contributors, B. J. Clawson, 
M.D., Professor of Pathology in the University of 
Minnesota, and J. S. McCartney, M.D., Associate 
Professor of Pathology in the University of Minnesota. 
Sixth Edition. 910 pages with 500 illustrations and 
four color plates. Philadelphia: Lea and Febiger, 
1947. Price $10.00. 

This famous text has improved with the years, in- 
stead of deteriorating as too often happens. The re- 
viewer many years ago hesitated to recommend it to 
students because it was not comprehensive enough but 
this has been corrected. The book has been greatly 
expanded. There are almost 500 clear photographs and 
the book is packed with good common sense. The 
weakest portion is the general discussion on tumors, 
especially the first half of page 279 where there are 
many errors. The treatment of virus diseases is half- 
hearted. Every surgeon should read the section on the 
value of a biopsy, especially those who seem impelled 
to rush into major surgery on mere suspicion, and those 
who feel that the sometimes necessary delay for the 
pathologist to make a sensible report will bring ill 
to their patients. Since Dr. Bell is the world authority 
on diseases of the kidney this text is the reference work 
on this subject. This book will be a favorite with 
students of medicine for many years. 





American Medical Research, Past and Present. By 
Richard H. Shyrock, Ph.D., Professor of History and 
Lecturer in Medical History, University of Pennsyl- 
vania. 350 pages. New York: The Commonwealth 
Fund, 1947. Price $2.50. 


The Committee on Medicine and the Changing Order 
of the Council of the New York Academy of Medicine 
deserves great credit for enlisting the aid of so able 
a professional historian as Dr. Shyrock in the evaluation 
of American medical research and development. The 
book is a thoughtful, documented, scholarly review of 
medical research from the earliest settlement to date 
with a very just and accurate evaluation of the 
various forces contributing to the subject. It is the only 
reference book which covers all phases of the subject, 
although it does not give biographies or lists of scien- 
tists. The stimulus given by the Journal of Experi- 
mental Medicine, founded by Dr. Welch in 1896, as the 
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first American medical research periodical, is noted. 
The danger of federal bureaucracy is stressed. Possibly 
only five cents of every federal research dollar is spent 
on productive research. Comments on the future of 
medical research are numerous, one especially striking 
the reviewer’s attention: “The first eleven days of the 
critical invasion of Normandy took an average of 300 
American lives a day; cancer killed 400 Americans on 
each of those days.” 





Southern Medical News 





PREVENTION OF ACCIDENTS TO CHILDREN 


The Health and Welfare Division, Metropolitan Life Insurance 
Company, will launch in the fall an intensive campaign for the 
prevention of accidents to children. This program will be con- 
ducted in cooperation with the Children’s Bureau of the Federal 
Security Agency, the American Academy of Pediatrics, and the 
National Safety Council. Accidents are the leading cause of death 
and an outstanding cause of disabling and permanent injuries 
among children more than one year of age. 


ALABAMA 


Southern Research Institute, Birmingham, has been selected by 
the Atomic Energy Commission as a non-governmental institution 
to conduct biological and medical research projects as announced 
recently by the Eighth Naval District headquarters, the subject of 
research to be “body retention of carbon 14.” Under a joint 
program with the Office of Naval Research, the Atomic Energy 
Commission will finance $1,300,000 for one year on 38 
research projects in 29 non-governmental institutions. 

The new Chattahoochee Valley Hospital, Langdale, is under 
construction at a cost of about $2,000,000, this being the first 
in the nation to be built under provisions of the Hill-Burton 
hospital aid act. 

Dr. Lorenzo Vastine Stabler, Greenville, and Dr. Robert H. 
Stanley, Foley, have been awarded the Certificate of Distinction 
by the Medical Association of the State of Alabama, the 
awards being made in recognition of the service these physicians 
have rendered in their profession and for the fifty years of 
service as physicians. 

Dr. B. F. Austin, formerly of Montgomery, who resigned last 
year as Alabama State Health Officer to become Medical 
Director, Southeastern American Red Cross, has accepted a 
position as Health Officer of Palm Beach County, Florida. 

Dr. Jack R. Jarvis, a former Birmingham resident and recently 
on the staff of Sheppard and Enoch Pratt Hospital, Towson, 
Maryland, has headquarters in the new Public Health Building, 
Birmingham, to develop a mental health program for the state. 
In addition he will teach in the Department of Psychiatry, 
Medical College of Alabama. 

Dr. Alston Callahan, Birmingham, made the address ‘Plastic 
and Ophthalmic Surgery’? at the recent annual banquet of the 
Basic Course in Ophthalmology of the Washington University 
Medical School, St. Louis, Missouri. 


DEATHS 


Dr. Clarence K. Weil, Montgomery, aged 48, died May 5. 

Dr. James Samuel Christian, Alberta City, aged 64, died 
recently. 

Dr. Charles Moore Franklin, Union Springs, aged 74, died 
recently of acute myocarditis. 

Dr. T. L. Rennie, Pell City, aged 53, was burned to death 
when a fire destroyed his home May 8. 

Dr. Harry Hall Winters, Tuskegee, aged 50, died recently 
of coronary thrombosis. 


ARKANSAS 


Arkansas Medical Society at its recent annual meeting in- 
stalled Dr. Pearlie W. Lutterloh, Jonesboro, President; and 
elected Dr. Euclid M. Smith, Hot Springs, President-Elect; and 
Dr. William R. Brooksher, Fort Smith, Secretary, reelected. The 
1949 meeting will be held in Hot Springs. 
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DEATHS 
Dr. Andrew J. Glover, Guy, 


cerebral hemorrhage. 


aged 78, died recently of 


DISTRICT OF COLUMBIA 


American Association for the Study of Neoplastic Diseases, 
which was held in Washington April 15-17, elected Dr. George W. 
Ramsey, Washington, Pennsylvania, President; and _ reelected 
Dr. E. R. Whitmore, Secretary, and Dr. J. W. Lindsay, Treasurer, 
both of Washington. 

Health Security Administration at its last annual meeting 
elected Dr. John A. Reed, President, succeeding Dr. Henry C 
Macatee, who resigned after serving in that capacity twelve years. 

Medical Society of St. Elizabeths Hospital, Washington, has 
elected Dr. Theodore C. C. Fong, President; Dr. Morris Kleiner- 
man, Vice-President; Dr. Leon Yochelson, Secretary-Treasurer; 
and Dr. Edgar D. Griffin and Dr. Harold Stevens, members of the 
Executive Committee. 

The Warwick Memorial Clinic, Washington, has been awarded 
a grant of $50,000 by the American Cancer Society to be used for 
cancer research, this amount being augmented by an additional 
$10,000 contributed by the District Chapter of the Society. 
Dr. Warren Andrew, Associate Professor of Anatomy, and Dr. 
Monroe J. Romansky, Associate Clinical Professor of Medicine, 
both of George Washington University School of Medicine, Wash- 
ington, will direct the research made possible by these funds. 

Dr. John R. Heller, Washington, has been appointed Director, 
National Cancer Institute, succeeding Dr. Leonard A. Scheele, 
who is now Surgeon General of the U. S. Public Health Service. 

Dr. Herbert P. Ramsey, Washington, has been appointed by 
the Board of Trustees, American Medical Association, to serve 
on a liaison committee with the American Red Cross in a 
study of the national blood bank program. 

Dr. Thomas Parran, Washington, after being appointed 
to the staff of the United Nations International Children’s 
Emergency Fund as head of a temporary mission to the 
Far East, left to survey the needs of mothers and children 
in the Philippines, China, French Indo-China, Malaya, Singa- 
pore, Indonesia, Thailand, Burma, Ceylon, India and Pakistan. 

Dr. Lawrence E. Putnam, Washington, has resigned as Act- 
ing Medical Director of the Food and Drug Administration 
in order to devote his time to the practice of internal 
medicine. 

Dr. Roy A. Wolford, Washington, and a native of Pied- 
mont, West Virginia, has been appointed Assistant Medical 
Director for Professional Service, Veterans Administration, De- 
partment of Medicine and Surgery, succeeding Dr. Paul B 
Magnuson as Chief of Professional Service. 

Dr. Ruell A. Sloan, Washington, has been appointed by 
the Army Institute of Pathology, Washington, as curator of 
the Army Medical Museum, having served as assistant director 
of the Institute and acting curator of the Museum since his 


release from military service. 
DEATHS 
aged 91, died re- 


=. Edward Arthur Balloch, Washington, 
cently. 

Dr. Rupert Blue, Washington, aged 80, died April 12. 

Dr. Virgil B. Jackson, Washington, aged 79, died recently 
of prostatitis and renal calculi. 





FLORIDA 


Florida Medical Association at its recent annual meeting 


held in St. Augustine installed Dr. Joseph S. Stewart, 
Miami, President; and elected Dr. Walter C. Payne, Pensa- 
cola, President-Elect; Dr. Herbert E. White, St. Augustine, 
First Vice-President; Dr. Horace A. Day, Orlando, Second 
Vice-President; Dr. Reddin Britt, St. Augustine, Third Vice- 
President; and reelected Dr. Robert B. McIver, Jacksonville, 
Secretary-Treasurer; and Dr. Shaler Richardson, Jacksonville, 
Editor of The Journal. 

Putnam County Medical Society has elected Dr. Edward 
W. Ford, Crescent City, President, succeeding the late Dr. 


Allen P. Gurganious. 

Dr. B. L. Arms, who served as Health Officer for Jefferson 
County until his retirement, has established his permanent 
residency in Haines City. 

Southeastern Section of the American Urological Association 
has been donated $1,000 by Mr. and Mrs. William R. McEwen, 
Fort Lauderdale, to be used to stimulate research on the 
problem of “Urinary Bladder Dysfunction.” An award of 
$250 will be made for the best essay presented before the 
annual meeting of the Southeastern Section, competition being 
open to men who have graduated from medical school within 
the past ten years. Information may be obtained from Dr. 
Russell B. Carson, 408 Sweet Building , *. Lauderdale, Sec- 
retary-Treasurer of the Southeastern Section, American Uro- 
logical Association. 
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_Dr. Harry A. Peyton, Jacksonville, and Mrs. Allen Kil- 
linger were married recently. 

Dr. Etheridge J. Hall, Miami, and Miss Weima Doris Davis, 
LaBelle were married recently. 

Dr. Robert W. Ferguson, Wauchula, and Miss Beverly Jean 
Showalter, Tampa, were married recently. 

Dr. Albert G. King, Jr., and Miss Nancy Deen, both of 
Lakeland, were married recently. 


DEATHS 
Dr. Leland Eggleston Cofer, Palm Beach, aged 78, died re- 
cently of coronary sclerosis. 


Dr. Rollin Jefferson, Tampa, aged 70, died March 4. 
Dr. Gustavo F. Porro, Tampa, aged 48, died recently. 


GEORGIA 
Medical Association of Georgia at its recent mecting in- 
stalled Dr. Edgar H. Greene, Atlanta, President; and elected 
Dr. Enoch Callaway, LaGrange, President-Elect; Dr. Eustace 
A. Allen, Atlanta, First Vice-President; Dr. F. H. Simonton, 
Chickamauga, Second Vice-President; Dr. Jno. W. Simmons, 


Brunswick, Parliamentarian; and Dr. 
lanta, Secretary-Treasurer. In 1949 
will be held in Savannah 


Edgar D. Shanks, At- 
} ory centennial meeting 


Applin County Nadie "Society has elected Dr. J. T. Holt, 
Baxley, Secretary-Treasurer. 
Georgia Medical Society (Chatham County) has elected 


Dr. M. J. Epting, President; Dr. Lawrence B. Dunn, Vice- 
President; and Dr. 


Stephen J. Lange, Secretary-Treasurer, all 
of Savannah. 


Chattahooga County Medical wane has elected Dr. G. H. 
Little, Trion, President; Dr. Wm. T. Gist, Summerville, Vice- 


‘President; and Dr. W. B. Hair, Summerville, Secretary-Treasurer. 


DeKalb County Medical Society has elected Dr. T. E. Mc- 
Geachy, Decatur, President; Dr. C. E. Cunningham, Decatur, 
Vice-President; and Dr. Lawrence P. Matthews, Atlanta, Sec- 


retary-Treasurer. 

Baldwin County Medical se: has elected Dr. E. Y. 
Walker, President; Dr. Joe D. Combs, Vice-President; and 
Dr. M. E. Smith, Secretary-Treasurer, ail of Milledgeville. 

Ben Hill County Medical Society has elected Dr. G. ¥ 
ie President; Dr. J. E. Smith, Vice-President; and Dr. 

Cornwell, Secretary-Treasurer, all of Fi 

* on County Medical Society has installed ‘Dr. Leon D. 
Porch, President; and has elected Dr. W. Charles 9 
President-Elect; Dr. O. F. Keen, Vice-President; and Dr. A. 
M. Phillips, Secretary-Treasurer, all of Macon 

Bulloch-Candler-Evans Medical Society has “elected Dr. Louie 
H. Griffin, Claxton, President; Dr. Frank B. Mitchell, Jr., 
Metter, Vice-President; and Dr. Curtis G. Hames, Claxton, 
Secretary-Treasurer. 

Cobb County Medical Society has elected Dr. Walter G. 
Crawley, President; Dr. Alfred Colquitt, Jr., Vice-President; 
and Dr. William H. Benson, Marietta, Secretary-Treasurer. 

Coffee County Medical Society has elected Dr. George M. 
Ricketson, President; Dr. Sage Harper, Vice-President; and 
Be. J. E. Morris, Secretary-Treasurer, all of Douglas. 

Colquitt County Medical Society has elected Dr. R. M. 
Joiner, President: Dr. John F. McCoy, Vice-President; and 
Dr. Preston D. Conger, Secretary-Treasurer, all of Moultric. 

Coweta County Medical Society has elected Dr. H. 
Glover, Jr., President; Dr. Joseph W. Parks, Jr., Vice-President: 
and Dr. J. H. Arnold, Secretary-Treasurer, ail of Newnan. 

Floyd County Medical Society has elected Dr. Warren M. 
Gilbert, President; Dr. J. T. McCall, Jr., Vice-President; and 
Dr. Ralph J. Davis, Secretary-Treasurer, all of Rome. 

Fulton County Medical Society has installed Dr. Walter W. 
Daniel, President: and has elected Dr. Stephen T. Brown, 
President-Elect: Dr. Bernard P. Wolff, Vice-President; and Dr. 
A. Worth Hobby, Secretary-Treasurer, all of Atlanta. 

Grady County Medical Society has elected Dr. A. B. 
Reynolds, President; and Dr. J. V. Rogers, Secretary-Treasurer, 


both of Cairo. 

Gwinnett County Medical Society has elected Dr. 
A. Sims, Lawrenceville, President: Dr. 
Duluth, Vice-President; and Dr. Harry Hutchins, Buford, Sec- 
retary-Treasurer. 

Hall County Medical Society has elected Dr. C. Whit- 
worth, Gainesville, President; Dr. John M. Hulsey, ¥en New 
Holland, Vice-President; and Dr. Pratt Cheek, Jr., Gainesville, 


Fayette 
Thomas L. Parker, 


Secretary-Treasurer. 
Hart County Medical Society has elected Dr. George T. 
Harper, Dewy Rose, President; and Dr. Louis G. Cacchioli, 


Hartwell, Secretary-Treasurer. 4 
Jackson-Barrow Medical Society has elected Dr. Oliver C. 
Pittman, Commerce, President; Dr. John B. Elder, Winder, 
Vice-President; and Dr. Paul F. Brookshire, Jr., Winder, Sec- 
retary-Treasurer. D. W 


Lamar County Medical Society has elected Dr. 














Pritchett, President; Dr. J. H. Jackson, Vice-President; and 
Dr. S. B. Traylor, Secretary-Treasurer, all of Barnesville. 

Laurens County Medical Society has elected Dr. C. G. Moye, 
Brewton, President; Dr. E. B. Claxton, Dublin, Vice-Presi- 
dent: and Dr. O. H. Cheek, Dublin, Secretary-Treasurer. 

McDuffie County Medical Society has elected Dr. B. F. 
Riley, Jr., Thomson, Secretary-Treasurer. 

Morgan County Medical Society has elected Dr. J. H. 
Nicholson, President; and Dr. W. C. McGeary, Secretary- 
Treasurer, both of Madison. 

Muscogee County Medical Society has elected Dr. 
Franklin D. Edwards, President; Dr. Roy L. Gibson, Vice- 
President; and Dr. Henry H. Boyter, Secretary-Treasurer, all 
of Columbus. 

Newton County Medical Society has elected Dr. J. B. 
Mitchell, Jr., Porterdale, President; and Dr. W. D. Travis, 
Covington, Secretary-Treasurer. 

Polk County Medical Society has elected Dr. W. H. Lucas, 
President; Dr. Cecil B. Elliott, Vice-President; and Dr. Wil- 
liam H. Blanchard, Secretary-Treasurer, all of Cedartown. 

Stephens County Medical Society has elected Dr. Wm. H. 
Good, Jr., President; Dr. Robert E. Shiflet, Vice-President; 
and Dr. C. L. Ayers, Secretary-Treasurer, all of Toccoa. 

Sumter County Medical Society has elected Dr. Russell B. 
Thomas, President; Dr. John H. Robinson, III, Vice-President; 
and Dr. Bon M. Durham, Secretary-Treasurer, all of Americus. 

Toombs County Medical Society has elected Dr. H. D 
Youmans, President; and Dr. W. W. Aiken, Secretary-Treasurer, 
both of Lyons. 

Tri-County Medical Society (Liberty-Long-McIntosh Counties) 
has elected Dr. O. D. Middleton, Ludowici, Secretary-Treasurer. 

Troup County Medical Society has elected Dr. Henry W. 
Grady, President; Dr. Hollis Hand, Vice-President; and Dr. 
J. R. Turner, Secretary-Treasurer, all of LaGrange. 

Turner County Medical Society has elected Dr. J. H. Baxter, 
Ashburn, Secretary-Treasurer. 

Upson County Medical Society has elected Dr. R. E. Dal- 
las, President; Dr. Wm. Pruitt Woodall, Vice-President; and 
Dr. Ivylyn Girardeau, Secretary-Treasurer, all of Thomaston. 

Warren County Medical Society has elected Dr. H. B. Cason, 
President; Dr. F. L. Ware, Vice-President; and Dr. A. W. 
Davis, Secretary-Treasurer, all of Warrenton. 

Washington County Medical Society has elected Dr. Emory 
G. Newsome, Sandersville, President; Dr. Ralph B. Taylor, 
Davisboro, Vice-President; and Dr. Joseph E. Lever, Sanders- 
ville, Secretary-Treasurer. 

Wayne County Medical Society has elected Dr. J. W. Mc- 
Farlane, President; Dr. J. A. Leaphart, Vice-President; and 
Dr. Fred M. Harper, Secretary-Treasurer, all of Jesup. 

Whitfield County Medical Society has elected Dr. James 
R. Whitley, President; Dr. John H. Venable, Vice-President; 
and Dr. H. J. Ault, Secretary-Treasurer, all of Dalton. 

Wilcox County Medical Society has elected Dr. J. A. Bus- 
sell, Rochelle, President; Dr. S. B. Ellis, Pitts, Vice-President; 
and Dr. J. D. Owens, Rochelle, Secretary-Treasurer. 

Worth County Medical Society has elected Dr. Gordon 5S. 
Sumner, Sylvester, Secretary-Treasurer. 

Second District Medical Society at its semi-annual meeting 
held recently elected Dr. Ernest Wahl, Thomasville, Presi- 
dent; Dr. J. P. Tye, Albany, Vice-President; and Dr. J. C. 
Brim, Pelham, Secretary-Treasurer. The fall meeting will be 
held in Thomasville, October 9. 

Georgia State Board of Health has elected Dr. R. L. Rogers, 
Gainesville, Chairman, succeeding Dr. C. L. Ridley, Macon, 
resigned; and Dr. B. H. Minchew, Waycross, Vice-Chairman, 
succeeding Dr. Rogers. 

The staff of the Berry Clinic, Atlanta, is composed of Dr. 
Maxwell R. Berry, Dr. Paul D. Vella, Dr. Charles P. Marvin, 
and Dr. Edward L. Askren, Jr. 

Dr. H. William Bondurant, Atlanta, announces the opening 
of offices for the practice of orthopedic surgery. 

r. Bowdre Carswell, Hiawassee, announces the opening of 
his office in Hiawassee for the practice of medicine. 

Dr. Ben Hill Clifton, Atlanta, was elected Vice-President, 
Atlantic Coast Line Railway Surgeons Associations at the recent 
meeting in Clearwater, Florida. 

e & Garrard, Rome, was honored recently by the 
Floyd County Medical Society in recognition of his thirty-two 
years outstanding work in urologic surgery and for his con- 
tribution to civic interests in Rome. The occasion was a dinner 
party at which time he was presented a watch and chain. 

Dr. J. E. L. Johnson, Roberta, who has practiced medicine 
in Roberta for approximately fifty years, recently celebrated 
his 80th birthday. 

Dr. Frank K. Justice, formerly of Franklin, North Carolina, 
has opened an office in Clayton for the practice of medicine. 

Dr. Gordon M. Kelly, Augusta, by scholarship provided by 
the Augusta-Richmond Tuberculosis Society, recently attended 
postgraduate courses in thoracic surgery at Duke University and 
the University of North Carolina. The courses were sponsored 
by this Society and the American Trudeau Society. 
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Dr. Moses S. Levy, Augusta, a veteran of both world wars, 
has resumed practice of internal medicine in the Marion 
Building, Augusta. 

Dr. Calvin Meeks, Jr., formerly of Nicholls, is associated 
with Dr. Dan Jardine, Dr. Sage Harper and Dr. R. L. John- 
son in the Doctors Building, Douglas, for the practice of 
medicine. 

Dr. Charles Richards announces his association with his 
father, Dr. W. Roy Richards, Calhoun, in the practice of 
medicine. 

Dr. D. B. Ware, Fitzgerald, moved into the newly completed 
Medical Arts Building, Fitzgerald, April 1, having begun his 
medical career fifty years ago on that same date. 

Dr. M. K. Willoughby, formerly of Savannah Beach, has 
opened his office at Alapaha for the general practice of medicine. 

Dr. Murdock Equen, Atlanta, was elected to the Council 
of the American Broncho-Esophagological Association when it 
met recently in Atlantic City, New Jersey. 

DEATHS 


Dr. Luke Glenn Garrett, Sr., Austell, aged 68, died April 13. 

Dr. James Alien Green, Sr., Clayton, aged 66, died recently. 

Dr. Ernest C. Harris, Sylvester, aged 64, died April 26. 

Dr. Alexander Graham Little, Sr., Valdosta, aged 79, died 
April 9 of a heart attack. 





KENTUCKY 

Jefferson County Medical Society has installed Dr. J. Murray 
Kinsmar, President-Elect; and has elected Dr. J. Andrew 
Bowen, First Vice-President; Dr. John W. Heim, Second Vice- 
President; Dr. George W. Pedigo, Secretary; and Dr. Byron 
Bizot, Treasurer. 

DEATHS 

Dr. William Thompson Briggs, Lexington, aged 66, died 
recently. 

Dr. James Caloway Carr, Middlesboro, aged 60, died recently 
of hypertensive heart disease. 

Dr. Eugene B. Dewees, Caneyville, aged 68, died recently 
of heart disease. 

Dr. Boyd A. Muster, Lyons, aged 65, died recently. 

Dr. Charles Thomas Riggs, Upton, aged 71, died recently. 

Dr. E. C. Straus, Louisville, aged 67, died recently. 

Dr. Harvey H. Roberts, Lexington, aged 83, died April 19. 

Dr. Edward Speidel, Louisville, aged 89, died recently. 

Dr. Fred Anderson Jones, Paducah, aged 68, died April 16. 





LOUISIANA 


_ Louisiana State Medical Society at its recent annual meet- 
ing held in Monroe installed Dr. M. D. Hargrove, Shreveport, 
President; and elected Dr. Edwin H. Lawson, New Orleans, 
President-Elect; Dr. John G. Snelling, Monroe, First Vice- 
President; Dr. Ashton Thomas, New Orleans, Second Vice- 
President; Dr. T. A. Richardson, Minden, Third Vice-President; 
and Dr. P. T. Talbot, New Orleans, Secretary-Treasurer, re- 
elected. The 1949 meeting will be held in New Orleans. 

Dr. Charles M. Goss, Professor of Anatomy, Louisiana State 
University School of Medicine, New Orleans, has been elected 
Editor-in-Chief of the ANATOMICAL RECcoRD. 

Dr. G. John Buddingh, formerly Professor of Bacteriology, 
Vanderbilt University School of Medicine, Nashville, Tennessee, 
has been appointed Professor of Microbiology, Louisiana State 
University School of Medicine, effective July 1. 

Louisiana State University School of Medicine, New Or- 
leans, has appointed to the full-time faculty Dr. Ruth A. 
Miller, formerly of Johns Hopkins University School of Medi- 
cine, Baltimore, Maryland, as Assistant Professor of Anatomy; 
Dr. William Obrinsky, New York City, Instructor in Pediatrics: 
Dr. Thomas Hernandez, Instructor in Biochemistry; Dr. Irving 
M. Essrig, Instructor in Surgery; and Dr. Jack G. Miller, In- 
— in Obstetrics and Gynecology, the last three of New 

rleans. 

New Orleans Graduate Medical Assembly at its recent an- 
nual meeting installed Dr. Waldemar R. Metz, President; and 
elected Dr. Curtis H. Tyrone, President-Elect; Dr. Jerome E. 
Landry, First Vice-President; Dr. Edwin L. Zander, Second 
Vice-President; Dr. Edgar Hull, Third Vice-President: Dr. 
Woodard D. Beacham, Secretary; and Dr. Edwin H: Lawson, 
Treasurer. The 1949 meeting will be held March 7-10 with 
headquarters at the Municipal Auditorium. 

New Orleans Gynecological and Obstetrical Society at its re- 
cent business meeting installed Dr. Woodard D. Beacham, Presi- 
dent; and elected Dr. Conrad G. Collins, President-Elect; Dr. 
John S. Herring, Vice-President; Dr. Harry Meyer, Secretary; 
and Dr. Eugene H. Countiss, Treasurer. 

Tulane University of Louisiana School of Medicine, New Or- 
leans, has been awarded two grants for cancer 
by the Committee on Growth of the American Cancer Society 


Continued on page 56 
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OFFICERS 


The following is a complete roster of the officers of 
the Southern Medical Association for 1947-1948, and of 
the association meeting conjointly with the Southern 
Medical Association: 


President—Dr. Lucien A. LeDoux, New Orleans, La. 
President-Elect—Dr. Oscar B. Hunter, Washington, D. C. 
First Vice-President—Dr. Hamilton W. McKay, Charlotte, N. C. 


Second Vice-President—Dr. Charles Reid Edwards, Baltimore, Md. 
Secretary-Manager (Secretary, Treasurer and General Manager)—- 
Mr. C. P. Loranz, Birmingham, Ala. 


Editor of Journal—Dr. M. Y. Dabney, Birmingham, Ala. 


Associate Editor of Journal—Mrs. Eugenia B. Dabney, Birming- 
ham, Ala. 


Councilors—Dr. Carroll M. Pounders, Chairman, Oklahoma City, 
Okla.; Dr. Wilbur M. Salter, Anniston, Ala.; Dr. Oliver 
Melson, Little Rock, Ark.; Dr. Arnold McNitt, Washington, 
D. C.; Dr. William C. Thomas, Gainesville, Fla.; Dr. W. A. 
Selman, Atlanta, Ga.; Dr. Clifford N. Heisel, Covington, Ky.; 
Dr. Wiley R. Buffington, New Orleans, La.; Dr. F. A. Holden, 
Baltimore, Md.; Dr. J. P. Culpepper, Jr., Hattiesburg, Miss.; 
Dr. Daniel L. Sexton, St. Louis, Mo.; Dr. Arthur H. London, 
Jr., Durham, N. C.; Dr. W. L. Pressly, Due West, S. C.; 
Dr. R. L. Sanders, Memphis, Tenn.; Dr. Walter G. Stuck, San 
Antonio, Tex.; Dr. T. Dewey Davis, Richmond, Va.; Dr. 
Andrew E. Amick, Lewisburg, W. Va. Executive Committee of 
Council—Dr. J. P. Culpepper, Jr., Chairman, Dr. Arnold 
McNitt and Dr. W. L. Pressly. 


Board of Trustees (All are Past Presidents)—Dr. M. Pinson Neal, 
Chairman, Columbia, Mo.; Dr. Harvey F. Garrison, Jackson, 
Miss.; Dr. James A. Ryan, Covington, Ky.; Dr. E. Vernon 
Mastin, St. Louis, Mo.; Dr. M. Y. Dabney, Birmingham, Ala.; 
Dr. E. L. Henderson, Louisville, Ky. 


Section on General Practice—Dr. Lowry H. McDaniel, Chairman, 
Tyronza, Ark.; Dr. Steve P. Kenyon, Vice-Chairman, Dawson, 
Ga.; Dr. David G. Miller, Jr., Secretary, Morgantown, Ky. 


Section on Medicine—Dr. William M. Nicholson, Chairman, Dur- 
ham, N. C.; Dr. Henry B. Mulholland, Vice-Chairman, Char- 
aor, , Va.; Dr. Harold M. Horack, Secretary, New Orleans, 


Section on Gastroenterology—Dr. Walter R. Johnson, Chairman, 
Asheville, N. C.; Dr. Donald F. Marion, Vice-Chairman, Miami, 
Fla.; Dr. Gordon McHardy, Secretary, New Orleans, La. 


Section om Neurology and Psychiatry—Dr. Hervey M. Cleckley, 
Chairman, Augusta, Ga.; Dr. George H. Preston, Vice-Chairman, 
Baltimore, Md.; Dr. James L. Anderson, Secretary, Miami, Fla. 


Section on Pediatrics—Dr. Carroll M. Pounders, Chairman, Okla- 
homa City, Okla.; Dr. Alexander J. Schaffer, Vice-Chairman, 
a, Md.; Dr. Samuel F. Ravenel, Secretary, Greens- 

ro, 4 


Section on Pathology—Dr. Roger D. Baker, Chairman, Birming- 
mage Ala.; Dr. C. T. Ashworth, Vice-Chairman, Dallas, Tex.; 
. Cyrus C. Erickson, Secretary, Durham, N. C. 


Section on Radiology—Dr. J. Marsh Frere, Chairman, Chatta- 
nooga, Tenn.; Dr. Walter L. Kilby, Vice-Chairman, Baltimore, 
Md.; Dr. Gerard Raap, Secretary, Miami, Fla. 


Section on Dermatology and Syphilology—Dr. Winfred A. Show- 
man, Chairman, Tulsa, Okla.; Dr. James W. Anderson, Vice- 


Chairman, Norfolk, Va.; Dr. Joseph M. Hitch, Secretary, 
Raleigh, N. C. 
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Section on Allergy—Dr. J. Warrick Thomas, Chairman, Richmond, 
Va.; Dr. W. Ambrose McGee, Vice-Chairman, Richmond, Va.; 
Dr. Mason I. Lowance, Secretary, Atlanta, Ga. 


Section on Physical Medicine—Dr. Wayne McFarland, Chairman, 
Washington, D. C.; Dr. George D. Wilson, Vice-Chairman, 
Asheville, N. C.; Dr. Walter J. Lee, Secretary, Richmond, Va. 


Section on Industrial Medicine and Surgery—Dr. 
Chairman, Lake Charles, La.; 
Galveston, Tex.; Dr. J. J 
W. Va. 


Fritz LaCour, 
Dr. Carl A. Nau, Vice-Chairman, 
. Brandabur, Secretary, Huntington, 


Section on Surgery—Dr. J. Duffy Hancock, Chairman, Louisville, 
Ky.; Dr. James R. Young, Vice-Chairman, Anderson, S. C.; Dr. 
Joseph S. Stewart, Secretary, Miami, Fla. 


Section on Orthopedic and Traumatic Surgery—Dr. Walter G. 
Stuck, Chairman, San Antonio, Tex.; Dr. W. M. Roberts, Vice- 
Chairman, Gastonia, N. C.; Dr. C. E. Irwin, Secretary, Warm 
Springs, Ga. 


Section on Gynecology—Dr. W. Nicholson Jones, Chairman, Bir- 
am, Ala.; Dr. Charles J. Collins, Vice-Chairman, Orlando, 
Fla.; Dr. Walter L. Thomas, Secretary, Durham, N. C. 


Section on Obstetrics—Dr. E. Lee Dorsett, Chairman, St. Louis, 
Mo.; Dr. Woodard D. Beacham, Vice-Chairman, New Orleans, 
La.; Dr. Williamson Z. Bradford, Secretary, Charlotte, N. C. 


Section on Urology—Dr. Albert E. Goldstein, Chairman, Balti- 
more, Md.; Dr. Samuel A. Vest, Vice-Chairman, Charlottesville, 
Va.; Dr. Robert F. Sharp, Secretary, New Orleans, La. 


Section on Proctology—Dr. 
Greenville, S. C.; Dr. 
mingham, Ala.; Dr. 
Ark. 


Wm. Thomas Brockman, Chairman, 
Julius E. Linn, Vice-Chairman, Bir- 
Hoyt R. Allen, Secretary, Little Rock, 


Section on Ophthalmology and Otolaryngology—Dr. Shaler Richard- 
son, Chairman, Jacksonville, Fla.; Dr. Murdock Equen, Chair- 
man-Elect, Atlanta, Ga.; Dr. Thomas R. O’Rourk, Vice- 
Chairman, Baltimore, Md.; Dr. Alston Callahan, Secretary, 
Birmingham, Ala 


“— on Anesthesiology—Dr. Fred E. Woodson, Chairman, 
Tulsa, Okla.; Dr. R. A. Miller, Vice-Chairman, San Antonio, 
Tex.; Dr. Ralph S. Sappenfield, Secretary, Miami, Fla. 


Section on Medical Education and Hospital Training—Dr. 
Hull, Chairman, New Orleans, La.; Dr. H. Boyd Wylie, Vice- 
Chairman, Baltimore, Md.; Dr. Trawick H. Stubbs, Secretary, 
Emory University, Ga. 


— on Public Health—Dr. Robert E. Fox, Chairman, Raleigh, 
C.; Dr. Newman H. Dyer, Vice-Chairman, Charleston, West 
4. Dr. George A. Dame, Secretary, Jacksonville, Fla. 


Women Physicians of Southern Medical Association—Dr. 
Gardner, ge Va.; Dr. 
Vice-Chairman, Washington, D S 


Emily 
Helen Gladys Kain, 


American College of Chest Physicians, Southern Chapter (meeting 
conjointly with Southern Medical Association)—Dr. Herbert L. 
Mantz, President, Kansas City, Mo.; Dr. Dean B. Cole, First 
Vice-President, Richmond, Va.; Dr. David H. Waterman, 
Second Vice-President and Chairman of Program Committee, 
Knoxville, Tenn.; Dr. Hollis E. Johnson, Secretary-Treasurer, 
Nashville, Tenn. 


Woman’s Auxiliary to Southern Medical Association—Mrs. Olin S. 
Cofer, President, Atlanta, Ga.; Mrs. Joseph W. Kelso, President- 
Elect, Oklahoma City, Okla.: Mrs. Elmer L. Henderson, First 
Vice-President, Louisville, Ky.; ; Mrs. Frederick W. Krueger, 
Second Vice-President, Jacksonville, Fla.; Mrs. R. C. Haynes, 
Treasurer, Marshall, Mo.; Mrs. E. Latane Flanagan, R 
Secretary, Richmond, Va.; Mrs. W. A. Selman, Corresponding 
Secretary, Atlanta, Ga.; Mrs. Chas. P. Corn, Parliamentarian, 


Greenville, S. C.; Mrs. Stanley A. Hill, Historian, Corinth, 
Miss. 
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VITAMIN FOOD COMPANY 


CO-ORDINATION 


It has been repeatedly shown that vitamin deficiencies do 
not occur singly, but are complicated and in combination 
with other needs. The requirements for and the effect of 
the lack of vitamins are complex and interrelated. 









































In a questionnaire mailed to physicians in the Pellagra 
section, we asked: “What other disorders accompany Pellagra?”’ 
A composite reply from 487 doctors was, “In addition to 
characteristic dermatological, neurological and gastro-intestinal 
manifestations, some eighty-one other disorders are noted, 
including that pellagra induces a general breakdown.” . 





The human body comprises of numerous parts functioning 
co-ordinately as a single entity. In the presence of deficiency 
disorders, complete recovery cannot be attained by the admin- 
istration of a single factor. All must be had. 


For reinforcement brewers’ yeast is widely established for 
the whole of Vitamin B, cod liver oil for Vitamins A and D, 
fresh orange juice for Vitamin C. 


Whole milk, whole grains, butter, cheese and eggs, young 
leafy and green vegetables, tomatoes, carrots, fresh fruits and 
liver should be made a large part of the daily diet, both for 
adequate vitamins and a food balance. 


VITA-FOOD Green Label, Undebittered, VITA-FOOD Red 
Label, Debittered, and AUTOLEX, autolyzed, brewers’ yeasts 
contain the complete Vitamin B Complex factors, some as yet 
unseparated; and high amounts of nutritionally complete 
proteins. 


For complete recovery and freedom from recurrence of any 
nutritional disorder, all medical, dietary and other treatment 
should be completely co-ordinated. 





Samples to physicians and hospitals 








VITAMIN FOOD COMPANY, INC. 
Vitamin Research Laboratories, Inc. 

——— 

f ™) 187 Sylvan Avenue Newark 4, N. J.{__ id 
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IMPROVE YOUR RESULTS 
IN CANCER OF THE CERVIX 





peers high percentages of 5-year cures 
in Carcinoma of the Cervix are reported by institu- 
tions employing the French technique illustrated 
here. Ametal rubber applicators encase the heavy 
primary screens and provide ideal secondary filtra- 
tion to protect the vaginal mucosa. Radium or Radon 
applicators for the treatment of Carcinoma of the 
Cervix and provided with Ametal filtration are avail- 
able exclusively through us. Inquire and order by 
mail, or preferably by telegraph or telephone revers- 
ing -charges. Deliveries are made to your office or 
hospital for use at the hour you may specify. 


THE RADIUM EMANATION CORPORATION 


GRAYBAR BUILDING Tel. MUrray Hill 3-8636 NEW YORK 17, N. Y. 














THE NEW YORK POLYCLINIC 


MEDICAL SCHOOL AND HOSPITAL 
(ORGANIZED 1881) 


(The Pioneer Post-Graduate Medical Institution in America) 








FOR THE ROENTGENOLOGY 
GENERAL SURGEON A comprehensive review of the physics and higher 
A combined surgical course comprising general sur- mathematics involved, film interpretation, all standard 
gery, traumatic surgery, abdominal surgery, gastro- general roentgen diagnostic procedures, methods of 
enterology, proctology, gynecological surgery, urological application and doses of radiation therapy, both x-ray 
surgery. Attendance at lectures, witnessing operations, and radium, standard and special fluoroscopic pro- 
examinations of patients preoperatively and postop- cedures. A review of dermatological lesions and tumors 
eratively and follow-up in the wards postoperatively. susceptible to roentgen therapy is given, together with 
Pathology, roentgenology, physical therapy. Cadaver methods and dosage calculation of treatments. Special 
demonstrations in surgical anatomy, thoracic surgery. attention is given to the newer diagnostic methods 
Anesthesia. Operative surgery and operative gynecology associated with the employment of contrast media such 
on the cadaver as bronchogra aphy with Lipiodol, uterosalpingography, 
‘ visualization of cardiac chambers, perirenal insufflation 
and myelography. Discussions covering roentgen depart- 
mental management are also included. 
FOR THE EYE, EAR, NOSE and THROAT 

GENERAL PRACTITIONER A three nths c ined full-time refresher course 
Intensive full-time instruction in those subjects which consisting of a at clinics, witnessing opera- 
are of particular interest to the physician in general tions, lectures, demonstration of cases and cadaver 
Practice, consisting of clinics, lectures and demon- demonstrations; operative eye, ear, nose and throat on 
Strations in the following departments—medicine, pe- the cadaver; clinical and cadaver demonstrations in 
diatrics, cardiology, arthritis, chest diseases, gastroenter- bronchoscopy, laryngeal surgery and surgery for facial 
ology, diabetes, allergy, dermatology, neurology, minor palsy; refraction; radiology; pathology; bacteriology; 
surgery, clinical gynecology, proctology, peripheral embryology; physiology; neuro-anatomy; anesthesia; 

vascular diseases, fractures, urology, otolaryngology, physical therapy; allergy; ion o' 
pathology, radiology. The class is expected to attend preoperatively and follow-up postoperatively in the 

departmental and general conferences. wards and clinics. 





FOR INFORMATION ADDRESS 
MEDICAL EXECUTIVE OFFICER, 345 West 50th Street, NEW YORK 19, N. Y. 
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epitheli and effects of treatment with x-radiation. 








with photograph...after photograph 


No more convincing way to present the effects 
of treatment than with before-and-after photo- 
graphs, black-and-white or color... effective 
alike with physicians, students, lay groups. 


N° BETTER WAY to present photographs to 
audiences in conference rooms, lecture 
halls, or auditoriums . . . than as screen im- 
ages by means of the 1000-watt Kodaslide 
Projector, Master Model. 

For here is an instrument of virtually un- 
limited “throw” . . . that transmits color and 
detail with a strength and brilliance never 
before achieved in a 2x2-inch slide projector. 
Special features include: Lumenized optical 
system (choice of 5 superb Kodak projection 


Serving medical progress through Photography and Radiography 


“ KODAK" IS A TRADE-MARK 














Picture 
the patient’s 
progress... 


lenses); quiet, turbine-type fan that provides 
effective cooling; simple controls. 

For further information about Kodaslide 
Projector, Master Model, as well as other 
Kodaslide Projectors, see your nearest pho- 
tographic dealer . . . or write Eastman Kodak 
Co., Medical Division, Rochester 4, N. Y. 


Other Kodak products for the 
medical profession 
X-ray films; x-ray intensifying screens; x-ray process- 
ing chemicals; electrocardiographic film and paper; 
cameras—still- and motion-picture; projectors — 
motion-picture; enlargers and printers; photographic 
films—color and black-and-white (including in- 
frared); photographic papers; photographic 
processing chemicals; synthetic organic 
chemicals; Recordak products. 
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Continued from page 665 


one $10,000 for the study of testosterone and mammary can- 
cer, the work to be carried out by Dr. Champ Lyons, As- 
sociate Professor of Surgery, and Dr. William Parson, In- 
structor in Medicine in the Tulane School of Medicine; and 
the second for $10,500 for research on simultaneous electro- 
phoresis and centrifugation effects in cancer, the work to be 
continued by Dr. Robert Nieset, Associate Professor of Physics, 
and Dr. Malcolm Randolph, Instructor in Physics in the 
Tulane College of arts and sciences. 

Dr. Samuel Logan, New Orleans, and Miss Ben- 
nett, Atlanta, Georgia, were married recently. 


Margot 


DeEaTHS 

Dr. John Ryland Harlow, Jonesboro, aged 37, died recently 
of pulmonary tuberculosis, cirrhosis of the liver and acute 
nephritis. 5 

Dr. Thomas Tilghman Tolson, Longstreet, aged 57, died re- 
cently. 

MARYLAND 

Dr. W. C. Hueper, a native of Germany who came 
to the United States in 1923, and at present President, 


American Society for the Study of Arteriosclerosis, has as- 
sumed duties as Chief of the new environmental cancer sec- 
tion of the National Cancer Institute, Bethesda. 
Dr. Lay Martin Fox, Baltimore, and Miss Jean Selby, 
Mendota, Illinois, were married recently. 
and Dr. 


Dr. Leonard B. Rose, Bladensburg, Beatrice J. 


Kartus, Washington, D. C., were married recently. 
DEATHS 
Dr. Joseph Caplan, Baltimore, aged 48, died recently of 
duodenal ulcer and hypernephroma. 
Dr. George Berlin Jastram, Aberdeen, aged 34, died re- 


cently of cerebral hemorrhage. 
Dr. Eugene Joseph Leopold, Baltimore, aged 68, died recently. 


MISSISSIPPI 


Mississippi State Medical Association at its recent meet- 
ing held in Biloxi installed Dr. R. B. Caldwell, Baldwyn, 
President: and elected Dr. B. B. O’Mara, Biloxi, President- 
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Elect; Dr. S. E. Kety, Picayune, Vice-President, Southern Dis- 
trict; Dr. O. G. Eubanks, Crystal Springs, Vice-President, 
Central District; Dr. J. C. Green, Tupelo, Vice-President, 
Northern District; Dr. J. G. Thompson, Jackson, Historian; 
Dr. W. H. Anderson, Booneville, Editor of Misstsstpp1 Doctor, 
reelected; and Dr. Douglas D. Baugh, Columbus, Associate 
Editor; Dr. E. Leroy Wilkins, Clarksdale, Treasurer, reelected 
and Dr. T. M. Dye, Clarksdale, Secretary, reelected. 

Guyton Clinic, Oxford, amnounces the association of Dr. 
Joseph B. Rogers in the practice of otolarynology. 

The following physicians have been appointed to the Miss- 
issippi State Board of Health for a period of six years: Dr. 
Harvey F. Garrison, Jr., Jackson; Dr. Hugh L. McKinnon, 
Hattiesburg; and Dr. Samuel Field, Centreville, reappointed. 

DEATHS 


Dr. Charles Alexander Bailey, Jackson, aged 71, 
cently of coronary thrombosis. 

Dr. H. L. Bauer, McComb, aged 82, died recently. 

Dr. Rozier D. Dedwylder, Cleveland, aged 65, died recently 
of a heart attack. 

Dr. J. Q. Fountain, Gulfport, aged 81, died recently. 

Dr. Diego Benigno Martinez, Slidell, aged 49, died recently. 

Dr. Walter McDonald Merritt, Boyle, aged 65, died recently 
of heart disease. 

Dr. Dudley Stennis, Newton, aged 72, died recently. 

Dr. J. B. Thigpen, Bay Springs, aged 66, died April 27. 

Dr. Martin Luther Flynt, Sr., Meridian, died April 18. 

Dr. William Arthur Jones, Morton, aged 70, died recently. 

Dr. Judge James, Ackerman, aged 66, died recently. 

Dr. M. H. Clark, DeKalb, aged 72, died recently. 


died re- 





MISSOURI 


American Academy of General Practice, organized over a 
year ago, has established national headquarters at 231 West 
47th Street, Kansas City, with Mr. Mac F. Cahal, Acting Ex- 
ecutive Secretary. 


DEATHS 


Dr. Francis Richard Anthony, Maryville, 


aged 75, died re- 
cenily of a hip fracture received in a fall. 


Continued on page 58 





LaMOTTE 
BLOOD CHEMISTRY 
SERVICE 


A complete line of approved Blood Chemistry 
Outfits, simplified so as to render accurate 
results with minimum time and operation. 


Units available for 


Albumin and Sugar in PH of Blood 
Urine as < ane 
: henolsulfonphthalein 
as, «vad in Blood and oy (Block Type) 
Alveolar Air CO2z Tension vr = am 


———. in Blood 
lood Loss in Body Fluids : 
Bromides in Blood and Body Fluids) 


n E Sugar in Blood 
<0 lean in Sugar in Urine 


Specific Gravity (Blood 





Sulfonamides (Blood and 
Chlorides in Blood 


Cholesterol in Blood 
Creatinine in Blood 
Gastric Acidity 
Hemoglobinometer 
Icterus Index (Pigford) 
Icterus Index (Micro) 
Kline Test for Syphilis 


Urine) 
Thymol Turbidity Test 
Urea in Blood 
Urea in Urine 
Uric Acid in Blood 
Urinalysis 
Vitamin C in Blood and 

rine 


Information on above cheerfully furnished. 


If you do not have The LaMotte Blood Chemistry Hand- 
book, a complimentary copy will be sent upon request. 


LaMotte Chemical Products Co. 


Dept. “S” 


Towson, Baltimore 4, Md. 


The Tulane University 


of Louisiana 


School of Medicine 


POSTGRADUATE COURSES 


September 1, 1948-January 31, 1949 — Basic 
Sciences in Orthopedics. 


September 1 — Tropical Medicine and Public 
Health leading to the degree of Master of 
Public Health (Tropical Medicine). 


In clinical branches, courses leading to the 
degree of Master of Medical Science. 


For detailed information write 
DIRECTOR 
Division of Graduate Medicine 
1430 Tulane Ave. New Orleans 13, La. 
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council FOR RAPID AND SUSTAINED 
—— ESTROGEN EFFECT 


re 


ESTRUGENONE 


TRADEMARK 


SUSPENSION OF ESTROGENS (Water-Insoluble) 
(50,000 I. U. per cc.) 


WHAT IT IS—1 cc. of ESTRUGENONE* contains 50,000 
I. U. (5 mg.) of natural estrogenic substances (chiefly estrone) 
in a special suspending medium—9% in solution, and 91% as 
thin, flat, flexible microplatelets, small enough to pass through 
a 22-gauge needle. 


HOW IT WORKS—Upon intramuscular injection: 


] The microplatelets are filtered from the suspending medium 
by muscle bundles and fascia, forming in the muscle fascia 
a central flexible implant of stacked platelets responsive to 
movement of muscle fibers—a depot from which estrogenic 
substance is slowly released to the system; 


2 As the water-miscible suspending medium containing dis- 
solved estrogens diffuses into tissue fluids, precipitation of 
even smaller platelets occurs, forming a secondary implant. 





3 Residual dissolved estrogens flow immediately into circula- 
tion, giving a rapid effect. 


ADVANTAGES e Simplicity of regimen—one injection of 
50,000 I. U. gives subjective relief from symptoms within 24 
hours, full vaginal response within 48 hours, relief from subjec- 
tive symptoms for 1 month or longer, without occurrence of 
estrogen-withdrawal bleeding e Accurate dosage—microplate- 
lets suspend readily and evenly on shaking—settle slowly, 
permitting accurate withdrawal of dose e Virtually painless 
injection . . . microplatelets pass through 22-gauge needle. . . 
no clogging of needles . . . syringes easily cleaned. 

SUPPLIED in 5$-cc. multiple-dose vials containing 50,000 I. U. (5 mg.) and 
20,000 I. U. (2 mg.) per cc.; and 1-cc. ampuls containing 20,000 I. U. (2 mg.), 
boxes of 25. *Exclusive trademark of Kremers-Urban Company. 


KremertsVUstan 
Established 1894 
Box 2038........ MILWAUKEE 1, WISCONSIN 
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Use This 
Diathermy 
Check List... 





( ee IT HAVE THIS SEAL? 


Council-Acceptance means that 
it has met rigid requirements 
for clinical efficiency. 


( IS IT FCC-APPROVED? 


(In Canada: Is it CDT-Approved?) 
A Type-Approval certificate number is is- 
sued on all FCC-Approved apparatus. 


IS IT APPROVED BY UNDERWRITERS’ 
( LABORATORIES? 
The "UL" seal indicates safe construction, 
meets insurance requirements. 





( ie IT CRYSTAL CONTROLLED? 


Crystal control means precision frequency 
control and stability of operation. 


( < MANUFACTURER EXPERIENCED? 


Responsibility does not end with the sale. 
Your diathermy should be purchased for the 
future from an experienced maker. 


The Answer is ‘‘YES” to all Questions 


about the BURDICK X 85 
SHORT WAVE DIATHERMY 


FOR EFFICIENT 
SHORT WAVE APPLICATION ... 


The Burdick Contour Applicator. Smooth, un- 
broken treatment surface which curves to fit 
body surfaces. One continuous coil provides 
more even distribution of heat. 

See the Burdick X 85 Short Wave Diathermy in 
the showrooms of your local Burdick dealer, or 
write us direct, The Burdick Corporation, Milton, 
Wisconsin, for descriptive literature. 


THE BURDICK CORPORATION 





BEFORE YOU BUY— 


Continued from page 56 
Dr. Robert H. Flader, Webster Groves, aged 73, died re- 


tr. John Walter Jeans, Prosperity, aged 83, died recently. 
Dr. Leon Morton Ochs, St. Louis, aged 61, died recently. 
Dr. Edward Francis Weir, Meadville, aged 70, died re- 
cently of heart disease. 
Dr. Rollo B. Lester, Nevada, aged 72, died recently. 
Dr. Edgar M. Griffith, Harrisonville, aged 64, died recently. 
Dr. Pervical C. Barnes, University City, aged 74, died re- 


Dr. Gordon D. Wright, St. Joseph, aged 77, died recently. 
Dr. John Patrick Murphy, St. Louis, aged 62, died recently. 
Dr. William H. Coffey, Parkville, aged 86, died recently. 
Dr. Theodore P. Brookes, St. Louis, aged 61, died April 1. 
Dr. Alfred T. Vogler, St. Louis, aged 66, died April 1. 

Dr. William E. Yount, Cape Girardeau, aged 75, died April 6. 





NORTH CAROLINA 


Medical Society of the State of North Carolina at its re- 
cent annual meeting held in Pinehurst elected Dr. Westbrook 
Murphy, Asheville, President-Elect; Dr. J. J. Combs, Raleigh, 
First Vice-President; Dr. J. A. Elliott, Charlotte, Second 
Vice-President; and Dr. Roscoe D. McMillan, Red Springs; 
Secretary-Treasurer, reelected. 

Dr. MacDonald Fulton, Winston-Salem, has been reelected 
Secretary, North Carolina Society of Bacteriologists. 

Dr. Carl V. Reynolds, State Health Officer, has been awarded 
life membership in the American Social Hygiene Association 
for outstanding services in fighting venereal diseases. 

Dr. Carroll C. Lupton has opened offices in Greensboro for 
the practice of general surgery. 

Dr. Henry Shepard Fuller, Winston-Salem, has been awarded 
a fellowship in medical research by the Guggenheim Memorial 
Foundation. He will have a six months’ leave of absence from 
the Bowman Gray School of Medicine of Wake Forest College 
for three months in Washington, D. C., and three months at 
the Rocky Mountain Laboratory of the U. S. Public Health 
Service, Hamilton, Montana. 

Dr. Ivan W. Brown, Jr., Durham, Director of Duke Uni- 
versity Hospital blood bank and Instructor in Surgery at the 
University, has been named Assistant Technical Director of the 
Red Cross National Blood Program. Dr. Brown was recently 
appointed a Markle scholar in Medical Science by the Markle 
Foundation, New York City, to do further research work in 
the field of bleod. 

Dr. John W. R. Norton, Chattanooga, Tennessee, has been 
elected North Carolina State Health Officer, succeeding Dr. 
Carl V. Reynolds, Raleigh, who retired June 30. 

Dr. David M. Cayer, Winston-Salem, has been elected to 
membership in both the American Society of Clinical Inves- 
tigation and the American Gastroenterological Society. 

Dr. Douglas M. Kelley, Winston-Salem, was elected a Fel- 
low of the American Psychiatric Association at the 104th 
annual meeting held in Washington, D. C. in May. 

Cateret Courty Medical Society has elected Dr. J. W. 
Morris, Morehead City, President; and Dr. Frank E. Hyde, 
Beaufort, Secretary. 

Dr. Gordon Townsend, Fair Bluff, and Miss Mary Sorrell, 
Dunn, were married May 2. 

Dr. Fred M. Dula and Miss Laura Pulliara, both of Lenoir, 
were married recently. 


DEATHS 


Dr. William Lee Kirkpatrick, Waynesville, aged 77, died 
recently of injuries received in an automobile accident. 
Dr. William Marshall Love. Monroe, aged 62, died recently. 


OKLAHOMA 


A new cancer diagnostic and treatment center was opened 
recently at St. John’s Hospital, Tulsa. Although primarily 
designed for care of indigent cancer patients, the clinic will 
be open to the general public under certain conditions. The 
Executive Committee to have general direction of the tumor 
clinic is composed of Dr. Ralph A. McGill, Current Director; 
Dr. John E. McDonald, Treasurer; Dr. Homer A. Ruprecht, 
Internal Medicine; Dr. D. L. Garret, Surgery; Dr. Emil E. 
Palik, Pathology; and Dr. Lucien Pascucci, Radiology. 

Dr. John A. Rollow, III, has completed a residency at 
Wesley Hospital, Oklahoma City, and is living in Benton- 
ville, Arkansas. 

Dr. Jack Paul Birge is practicing in Alice, Texas. 

Dr. R. P. Holt is with the Oklahoma City Clinic. 

Dr. Roy L. Fisher and Dr. George A. Tallant, both of 


Continued on page 60 
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Paocin exerts a valuable local detoxifying and 
demulcent influence in acute gastroenteritis and colitis 
so frequently encountered during the hot summer 
season. Through this combined action, it reduces the frequency 
of liquid stools, and controls the associated discomfort. 

It presents a suspension of colloidal kaolin and pectin in a 
pleasantly palatable vehicle. By combining the powerful absorbing 
faculty of kaolin with the detoxicant influence of pectin—the well known 
therapeutic principle of fresh apples— Paocin is a quick acting, highly 
effective antidiarrheal preparation. It does not paralyze intestinal 
activity, but instead combats diarrhea by both toxin neutralization and 
by its demulcent soothing action on inflamed intestinal mucosa. These 
actions are particularly valuable in all types of functional 
diarrhea, as well as in ulcerative colitis. 

Paocin is supplied in gallon and pint bottles. Also available in tablet 
form, in bottles of 1,000, 500, and 100. At all pharmacies. 





eeeeeeeeeeeoeee eee ee @; 


PECTIN, 4 gr. 
and 
COLLOIDAL 
KAOLIN, 180 ¢r. 
in each fl. ounce 


J\ 


THE S. E. MASSENGILL COMPANY 


Bristol, Tenn.—Va. 
NEW - YORK . SAN FRANCISCO . KANSAS CITY 
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Continued from page 58 
Frederick, own and operate the Frederick Clinic 
with a twenty-eight bed capacity. 

Dr. P. H. Anderson, Anadarko, has retired from his practice 
and the position of Acting Caddo County Health Director. He 
will make his home at Forsyth, Missouri. 

The former Holman Hospital and Clinic, Pauls Valley, has 
been purchased by Dr. Ray Lindsay, Dr. Don Wilson, Dr. 
J. A. Graham and Dr. J. N. Byrd, all of Pauls Valley. Dr. 
Earl Hollman, former owner, is building a new thirty-five 
bed hospital in Oklahoma City. 

Dr. Stanley Childers, a son of Dr. J. E. Childers, Tipton, 
is a member of the staff of Veterans Hospital, Muskogee. 

Dr. O. E. Templin has reopened his office in Alva, having 
resigned as Director of a five-county health unit on account 
of ill health. 
on McLain Rogers, Clinton, has been reelected Mayor of 

is city. 

Dr. C. W. Ohl and Dr. Rene Gerard, Chickasha, have pur- 
chased the Cottage Hospital from Dr. L. E. Emanuel, Chickasha, 
-— changed the name to the Women’s and Children’s Hos- 
pital. 


Hospital, 


DEATHS 


Dr. E. J. Boling, Billings, aged 79, died recently. 

Dr. Robert Hal Gingles, Chickasha, aged 42, died March 21. 
Dr. J. R. Steiwig, Kiowa, aged 76, died recently 

Dr. Reed Wolfe, Hugo, aged 63, died recently. 

Dr. Ozro Wright, Seiling, aged 83, died recently of pneumonia. 


SOUTH CAROLINA 


South Carolinad Medical Association at its Centennial meet- 
ing held in Charleston installed Dr. R. B. Durham, Columbia, 
ee and elected Dr. George H. Bunch, Columbia, President- 

ect. 

South Carolina Obstetrical and Gynecological Society at its 
second annual meeting elected Dr. Manley Hutchinson, Colum- 
bia, President; Dr. W. J. Snyder, Jr., Sumter, Vice-President: 
and Dr. J. D. Guess, Greenville, Secretary-Treasurer. 

Mobley-Stokes Eye, Ear, Nose and Throat Clinic, Florence, 
announces the association of Dr. Gordon H. Bobbett, Dr. L. 
D. Lide, Jr., and Dr. Marion R. Mobley, Jr. 
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Dr. Edgar N. Sullivan is associated with Dr. D. O. Rhame, 
Clinton, in the practice of medicine and surgery. 

Dr. Albert B. Wolfe announces the opening of his office at 
Orangeburg for the practice of surgery. 

Dr. John McMahan Davis, Columbia, and Miss Mary Burke, 
Alcolu, were married recently. 

Dr. Edward Leroy Proctor, Conway, and Miss Mary Roberta 
Woodward, were married recently. 


Deatus 


Dr. C. H. Able, Norway, aged 89, died recently. 
Dr. Rupert Blue, Marion, aged 80, died April 12. 





TENNESSEE 


Tennessee State Medical Association at its 


recent meeting 
held in Nashville installed Dr. 


Hurley W. Qualls, Memphis, 


President: and elected Dr. N. S. Shofner, Nashville, President- 
Elect; Dr. D. J. Zimmerman, Norristown, Dr. C. D. Giles, 
Gallatin, and Dr. John C. Pearce, Jackson, Vice-Presidents; 


and reelected Dr. Wm. M. Hardy, Nashville, Secretary. 

Tennessee Radiological Society at its recent annual meeting 
elected Dr. Franklin B. Bogart, Chattanooga, President: Dr. 
Herbert Francis, Nashville, Vice-President; and Dr. J. Marsh 
Frere, Chattanooga, Secretary-Treasurer. 

Tennessee State Academy of Ophthalmology and Otolarynology 
has elected Dr. Henry Carroll Smith, Nashville, President; 
Dr. William A. Garrott, Cleveland, Vice-President; and Dr. 
Roland H. Myers, Memphis, Secretary-Treasurer. 

A series of three one-month training courses conducted by 
the Oak Ridge Institute of Nuclear Studies will be held at Oak 
Ridge June 28 to July 23, August 2 to 27 and August 20 to 
September 24. Write for information and application form to 
Dr. Ralph T. Overman, Acting Head of the Institute’s De- 
partment of Special Training, Box 117, Oak Ridge. 

A portrait of Dr. Orren W. Hyman, Dean of Administration 
of the Memphis Division, University of Tennessee, Memphis, 
was recently presented to the University, a gift of medical 
alumni and friends. 

Dr. James Blackman Havron, 


South Pittsburgh, 
Carolyn Elizabeth Morgan, 


were married recently. 


and Miss 
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YOUNG ORTHOPEDIC SURGEON 
“«. . with unusual talent and ability”’ 


With Part I of his Boards completed, this young 
orthopedic surgeon has already earned an outstanding 
reputation. 


“A tireless worker, and a gifted surgeon who operates 
with unusual dexterity’—these are only a few of the 
commendations we’ve received. His character and per- 
sonality references are on the same high plane. 


If you need an associate in your private practice or 
an orthopod as a member of your group, please call or 
write us immediately. 


This man of whom we write is one of our great group of 
well trained surgeons qualified to meet your requirements. 


BURNEICE LARSON, Director 


THE MEDICAL BUREAU 
Palmolive Bldg., at 919 N. “Michigan Ave. 
CHICAGO.-.--ILLINOIS 
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IN VACUUM-DRIED FORM 
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This serum—established as the agent of choice in the 
treatment of, and passive immunization against, whooping 


cough—is now available to physicians everywhere. 


Vacuum dehydration by the‘LYOPHILE’ process provides high 


stability (a 5-year dating) and permits optimal concentration, 


Standard price: $6.50 per dose, 
i.e., vial containing 20 cc. of serum, vacuum-dried, 
3 to 4 doses generally required in treatment. 


24-hour service to handle telegraphic orders. 


For literature and full information, write to: 


PHILADELPHIA 
SERUM 
EXCHANGE 4 Non-profit Organization 


THE CHILDREN’S HOSPITAL OF PHILADELPHIA 
1740 Bainbridge Street, Philadelphia 46, Pennsylvania 
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DeaTHSs 


Dr. Alvah Clark Dickson, Donelson, aged 70, died April 25. 
Dr. James S. Covey, Culleoka, aged 79, died April 27. 

Dr. Robert Tate Nowlin, Memphis, aged 69, died recently. 
Dr. Noah Samuel Peters, Bristol, aged 74, died recently. 


TEXAS 


United States-Mexico Border Public Health Association at its 


sixth annual conference, held recently in Laredo, and Nuevo 
Laredo, Mexico, elected Dr. Hugh S. Cumming, Director 
Emeritus, Pan-American Sanitary Bureau, Washington, D. C., 
the first honorary life member of the association; installed 
Dr. Victor Ocampo Alonzo, Hermosillo, Mexico, President; 
and elected Dr. George W. Cox, Austin, President-Elect; Dr. 
Jose Angula Araico, Mexicali, Mexico, a SS a 


Ward, Phoenix, Arizona, Vice-Presidents; Dr. F. Haralson, El 
Paso, Secretary; and Dr. Gustavo A. bh. El Paso, Pro- 
Secretary. The 1949 meeting will be held at Nogales, Arizona 
and Nogales, Sonora, Mexico. 

Southwestern Medical Foundation, Dallas, has been given 
the $1,000,000 Halliburton Department Store building in 
Oklahoma City, Oklahoma. The building was purchased from 
the Federated Stores, Incorporated by the Southwestern Medical 
Corporation which financed the purchase with a loan from 
the Equitable Life Assurance Society of the United States in 
New York, the corporation making a gift of the property to 
the Foundation. 

Three new appointments to the Baylor University College 
of Medicine staff are: Dr. H. E. Hoff, from McGill University, 


Toronto, Canada, to the B. F. Hamilton Professorship of 
Physiology and Chairman of the Department; Dr. Berne L. 
Newton, also a graduate of McGill University, as Assistant 
Professor of Pathology; and Dr. Fred M. Taylor, recently 


released from active military duty at Fort Sam Houston, 
as Research Associate and Instructor in the Department of 
Pediatrics. 

Third District Medical Society has installed Dr. 

High, Pampa, President; and has elected Dr. 
Wellington, President-Elect: Dr. R. M. Bellamy, 
President; and Dr. Kenneth R. Flamm, Amarillo, 


c. & 
Charlie Jones, 
Pampa, 
Secretary. 


Vice- 

















The Baby Size Food 
Mill, now back on the 
market, is just the 
right size for quickly 
straining freshly cooked 
vegetables and fruits. Pu- 
rees any food fine enough for the 
smallest baby or for any adult 
smooth diet. 

Baby Size 1 quart $1.69 House- 
hold Size capacity 2 quarts 
$1.89. Sold at Department, 
Hardware stores. 


Professional Offer to Doctors 
1 only either size, $1.25 postpaid 


*Trade Mark Reg. U.S. Pat. Off. 


Baby Size 


FOLEY 


PROFESSIONAL 


FOLEY MFG. CO. 

3317-7 N. E. Sth Street, Mi lis 18, 
As per Professional Offer to Doctors < Aas I ies $1.25 
for 1 0 Baby Size Foley Food Mill 

0) Household Size Foley Food Mill 


OFFER 
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Society has elected 
B. Rollins, 


Burnet-Lampasas-Llano Counties Medical 
Dr. H. J. Hoerster, Llano, President; Dr. 


Lampasas, Vice-President; and Dr. George B. Marsh, Burnet, 
Secretary-Treasurer. 

Dr. Talma W. Buford, Pattonville, has been awarded by 
the Hogg Foundation for Mental Hygiene $250.00 for dis- 
tinguished service in mental health work. 

Dr. Margaret Watkins, Dallas orthopedic surgeon, has re- 


ceived the fifteenth Zonta Service Award, an award given an- 
nually by the Dallas Zonta Club to a Dallas woman who 
has made a distinctly constructive contribution to the com- 
munity or advanced the cause of women. 

Dr. Ernest Wright and Miss Clye Kersey, both of Houston, 
were married recently, 

A Southwestern Medical Foundation memorial fund, in honor 
of the late Dr. Hal W. Hardin, Dallas, has been established 
by Dallas naval reserve officer friends of the physician and 
other friends. Dr. Hardin, who died December 29, 1947, was 
Clinical Instructor in Ophthalmology at the College. 


Dr. D. Truett Gandy, Houston, was elected President, Texas 


Dermatologica! Society at its recent meeting held in Houston. 
DEATHS 
Dr. Neil Dugald Buie, Marlin, aged 68, died recently. 


Dr. Fred Wilson Standefer, 
of heart disease. 

Dr. Geo. T. Lee, Galveston, aged 53, died recently. 

Dr. Thomas S. Falvey, Conroe, aged 74, died recently of 
arteriosclerosis. 


Lubbock, aged 54, died recently 


Dr. John Newton Lightsey, Cotulla, aged 66, died recently 
of heart disease. 
Dr. Arthur North, Corpus Christi, aged 76, died recently 


of cardiac decompensation and pulmonary edema. 
Dr. Samuel Doak Fry, Ladonia, aged 82, died recently of 
diabetes and heart disease. 


Dr. Joseph Ervin Gower, Spearman, aged 72, died recently 
of acute nephritis. 
Dr. George Holmes, Gonzales, aged 67, died recently of 


coronary thrombosis. 


Dr. Ichem Warner Jenkins, Waco, aged 68, died recently 
of carcinoma of the prostate. 
Dr. Qlay. Johnson, Fort Worth, aged 81, died recently of 


cerebral hemiplegia. 

Dr. Frederick Jonathan Roemer, Port Lavaca, 
recently of heart disease. 

Dr. Ira Fredericq Peak, Greenville, 

Dr. Hugh Simpson Tullos, San 
cently of coronary occlusion. 


aged 70, died 


aged 54, died recently. 
Antonio, aged 50, died re- 


Dr. Arthur E. Sweatland, Lufkin, aged 79, died recently 
of cerebral hemorrhage. 
Dr. ‘William Young Ward, Dodd City, aged 76, died recently 
of heart disease. 
Dr. John Knox Webster, Athens, aged 81, died recently of 
pulmonary embolism. 
VIRGINIA 


The Twenty-first Annual Spring Graduate Course of Gill 
Memorial Eye, Ear and Throat Hospital was held April 5-19 
with a registration of 250 physicians from every state in the 
Union, ‘all parts of Canada and Mexico, and other foreign coun- 
tries. “The Twenty-second Annual Spring Graduate Course will 
be held the first Monday in April, 1949. 


Continued on page 64 
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Own water well on large acreage near Houston, Texas, 
which according to University of Texas analysis shows HIGH 
ALKALINITY. Should neutralize stomach acidity. Should 
not be used without physician’s advice. Want someone to mar- 





ket it. Analysis and complete details on request. Samuel 
I. Cohen, 627 Kress Building, Houston, Texas. 
FOR SALE—Six-room cottage. Furnace heat, garage, choice 


location. A fast growing cotton mill town of 5,000 with a 


medical center but no dentist in the town where one is badly 
front by 482 ft. 
office. Will sell 
Write MHJ, 


back. Can be used as a 
furnished or unfurnished. 
care Southern Medical Journal. 


needed. Lot 87 ft. 
private home and 
Electric kitchen. 
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Biologically Adequate Protein 
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Thiamine 








Ascorbic Acid 
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The Gparnitt of Uaitrienita 


When the need for dietary supplementa- 
tion arises, the delicious food drink made 
by mixing Ovaltine with milk finds wide 
application. This dietary supplement pro- 
vides generously of all nutrients consid- 
ered necessary, in balanced proportion 
for optimal utilization. Three glassfuls 
daily, in conjunction with even an aver- 
age diet, raises the intake of essential 
nutrients to optimal levels. 

Its appealing taste and easy digestibil- 


ity virtually assure patient acceptance, as 
well as consumption of the recommended 
three glassfuls daily. 

Ovaltine finds valuable use pre- and 
postoperatively, following recovery from 
infectious disease, in pregnancy and lac- 
tation, in pediatrics in the management 
of food-resistant children, and to supple- 
ment restricted dietaries whether pre- 
scribed or self-imposed as a result of 
food aversions and idiosyncrasies. 


THE WANDER COMPANY, 360 N. MICHIGAN AVE., CHICAGO 1, ILL. 





et 


a a oe 


IRON 


*Based on average reported values for milk. 


Three servings daily of Ovaltine, each made of 
Y2 oz. of Ovaltine and 8 oz. of whole milk,* provide: 


669 MUIR cs 8 es 3000-1.U. 
32.1 Gm. VITAMIN By ...... 1.16 mg. 
31.5 Gm voter att lo 2.00 mg. 
64.8 Gm. are 6.8 mg. 
1.12 Gm i 30.0 mg. 
0.94 Gm WE 660s es 417 1.U 
12.0 mg DE 6's 6. se <6 0.50 mg. 








Riboflavin 
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Alexander Medical Society has elected Dr. 
rot, President; Dr. John C. Watson, Vice-President; 
Ben C. Jones, Secretary-Treasurer. . 

Dr. Norman Sollod, formerly connected with the medical 
staff of McGuire Veterans Administration Hospital, Richmond, 
has opened offices at Richmond for the practice of internal 


medicine. 
Dr. James W. Todd, recently 
Swannanoa, 


Arthur J. Mou- 
and Dr. 


connected with the Moore 
General Hospital, North Carolina, has located at 
the hospital Virginia Beach for practice. 

Dr. Francis Record Whitehouse, Lynchburg, and Miss Eliza- 
beth Watts, Bryan, Texas, were married recently. 

Dr. John Calhoun Risher and Miss Anne Hume Nash, both of 
Charlottesville, were married recently. 


SPECIFIC THERAPY 
SPECIFIC POTENCY 


For oral anti-anemia ther- 
apy, more and more physi- 
cians specify ‘‘Valentine”’ 
liver products.Each 45cc.of 


Liguid 
EXTRACT of LIVER 
“VALENTINE” §  (v.s.P.) 


represents 1 U.S.P. Oral Unit containing 
the important Cohn-Minot and Whipple 
fractions, as well as over twice M.D.R. ribo- 
flavin per fluidounce. In 8 fl. oz. bottles. 


For intramuscular use, specify 


LIVER INJECTION CRUDE U.S.P. 


“VALENTINE” 
(1 U.S.P. Injectable Unit per cc.) In 10 cc. vials 


Valentine Co. 


RICHMOND, VA. 
1871 


Since 
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Dr. David B. Corcoran, Richmond, is 
surgical staff of Lakeview Hospital, Suffolk. 

Dr. Harry H. Henderson, formerly Assistant Epidemiologist 
with the State Department of Health, has located in the Pro- 
fessional Building, Fredericksburg, for the practice of pediatrics. 

Dr. Wortley F. Rudd, Richmond, Dean Emeritus, Medical 
College of Virginia School of Pharmacy has been awarded the 
1948 Herty Medal for outstanding contributions to chemistry 
in the Southeast. 

Dr. Harvey J. Tompkins, Arlington, has been appointed 
head of neuropsychiatric service in the Department of Medicine 
and Surgery of the Veterans Administration, succeeding Dr. 
Daniel Blain, who resigned to become Medical Director of the 
American Psychiatric Association. 


a member of the 


Dr. Custis Lansing Coleman, Richmond, and Miss Janet 
Shaw McGechy Fishe, St. Pauls, North Carolina, were mar- 
ried recently. 

Miss Forrest Clarence Orman, Roanoke, and Miss Mary 
Virginia Leonard, Galax, were married recently. 

DEATHS 


Dr. Frank E. Andrews, Norfolk, aged 80, died recently. 

Dr. Paul Quincy Daniel, Grundy, aged 41, died recently 
of cirrhosis of the liver. 

Dr. Robert Sterling Montgomery, South Hill, aged 37, died 
recently of amyotrophic lateral sclerosis. 


WEST VIRGINIA 


West Virginia State Medical Association at its annual meeting, 
held at Huntington, May 1, elected for the calendar year 1949 
Dr. Thomas G. Reed, President; Dr. Fred Richmond, Bluefield, 
First Vice-President; Dr. J. C. Huffman, Buckhannon, Second 
Vice-President; and Dr. T. Maxfield Barber, Charleston, Treas- 
urer, reelected for his 22nd consecutive term. Dr. Walter E. 
Vest, Huntington, was reelected A.M.A. delegate, and Dr. W. P. 
Black, Charleston, A.M.A. alternate, both to serve for the two- 
year term ending December 31, 1950. 


West Virginia Society of Anesthesiologists was organized 
during the recent annual meeting of the State Association 
with Dr. Delmas E. Greeneltch, Wheeling, President; Dr. 


John F. Morris, Huntington, Vice-President; and Dr. A. B. 
Bowyer, Charleston, Secretary-Treasurer. 
Dr. Lewell S. King, Phillippi, has moved to College Park, 


Georgia and will continue the practice of his specialty of 
surgery. 
Dr. Peter G. Kroll, formerly of Welch, and recently of 


Mt. Carmel, Pennsylvania, has moved to Cortland, Ohio. 
Dr. M. H. Bertling, formerly of McComas and recently 
of Rock Creek, Ohio, has moved to Greensboro, North Carolina. 
Dr. Edward J. Van Liere, Morgantown, Dean, West Virginia 
University School of Medicine, had the degree of Doctor of 
Literature conferred upon him June 8 at the commence- 
ment exercises of the Medical College of Virginia, Richmond. 


DEATHS 


Dr. Elijan Matthew Craighead, Jr., 
recently of pneumonia. 

Dr. Joseph Howard Hodges, Martinsburg, aged 65, died re- 
cently of coronary thrombosis. 

Dr. John L. Bosworth, Elkins, aged 91, died May 14. 

Dr. Frederick S. Casto, Charleston, aged 81, died recently. 


Kimball, aged 43, died 
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H. E. DUBIN LABORATORIES, Inc., 250 East 43rd St., New York 17,N.Y. 
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dloetherm 








newest and finest in 





crystal controlled 


short wave 
diathermy 


New crystal controlled Aloetherm answers 
all modern requirements for short wave 
diathermy. The equipment is efficient and 
practical in design, rugged, precision con- 
struction. It is built exclusively for Aloe to 
Aloe standords. Full type approval No. 
D-482 has been awarded the Aloetherm 
by the Federal Communications Commis- 
sion. Exceptionally handsome appear- 
ance. Available for immediate shipment. 
Backed by our full two year guarantee. 
Truly quality equipment yet sold at the 
lowest price on the market. Write for 
illustrated literature. 


20F7300—Aloetherm Crystal Controlled Short 
Wave Diathermy complete with Electromagnetic 
Treatment Drum, Electromagnetic Inductance Cable with 
Spacers, Flexible Arm, and Line Cord......... $595.00 


—— 
A. S. COMPANY Serving the Profession Since 1860 
1831 Olive Street « St. Louis 3, Missouri 
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STERILE HIGH TITER ANTISEPTIC 


GROUP SERA ANALGESIC 


For ACCURATE 
CLASSIFICATION 


Improper classification, due to 
weak reacting testing sera or 
failure to differentiate A: from 






A: bloods may cause serious 
trouble— even fatalities. PA O 
Our Grouping Sera are certified for HIGH 
TITER. Exclusively A mg wy 4 Fg ee the per- 
and TREATMENT 

Acti, end Abeacked Ani, Abeorbed 

“a an nti-. 
ti-A di ff b Ai 6 
and A: bloods. Anti-M and Anti-N sera are B U R N 


sonal supervision of wohl 
Ani serum is to 
used for blood spots and paternity work. Our 









for safe, efficient, accurate laboratory 
nique. We invite your inquiries. 
Our sera are manufactured under Government 
Anti-Rh serum is manufactured by the Blood 
Bank of Dade County and must be used with 
a Eee box. 













boratory 
Digest full ed reipha hints on 
pooee laboratory 





ratiaal-tatmela Em ¢ n 
t R f D WwW 0 oe L Free Samples and Literature on Request 
LABORATORIES 


R. BH. Gradwohi, M. D., Director CARBISULPHOIL COMPANY 


3514 Lucas Av St. Louis, Mo 3114 Swiss Avenue Dallas. Texas 





Aminoids 


for protein supplementation 
High ste tologial Value 
Ln 











‘i THE 
ies all essential amino acids in a form 
itients accept. Derived. by enzymic digestion ARLINGTON 
om liver, beef muscle, wi , soya, yeast CHEMICAL 
2in, an ctalt with added carbo COMPANY 
na variety of vehicles. 
d. provides 12 Gm: of 
ontaining 6 oz YONKERS 1, 
NEW YORK 


*The word AMINOIDS is a registered trademark of 
The Arlington Chemical Company. 
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For the Failing Heart of Middle Life 


Prescribe 2 or 3 tablets of Theocalcin, t. i. d. After 

relief is obtained, continue with smaller doses to keep 
the patient comfortable. Theocalcin strengthens heart 

Brand of theobromine-calcium salicylate, es SS 

Trade Mark reg. U. S. Pat. Off. action, diminishes dyspnea and reduces edema. 
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4 PART HARMONY 
in the modern refracting room 


At your professional service .... four key 
units that render valuable assistance to the 
practice of professional eye care. 

Together these precision-built AO units func- 
tion in perfectly coordinated harmony... . each 
complementing the other, each abetting the 
practitioner's pursuit of accurate examination 
and refraction. 

Together they also help to create greater public 
recognition of your professional services by 
giving your refraction room a truly professional 
appearance. 

Through extensive research and development 
AO is constantly producing superior instruments 
and equipment designed for the continued ad- 
vancement of professional eye care. 

To learn more about these AO contributions 
to professional advancement contact your nearest 
AO Branch. 





American \ Optical 








e 


NG CONOLUNDD 








LB NET 
MEAD'S 
DEXTRI-MALTOSE 
Aproduct consisting of maltose 
and dextrins, resulting from the 


enzymic action of barley melt 
on corn flour 


with 
SODIUM CHLORIDE 2% 








SPECIALLY PREPARED 
FOR USE tN ¢NEANE DIETS 


MEAD JOHNSON & CO. 


EVANSVILLE, IND, US * 


[ REES ti 8 BACHACE ViGHTLY S6OSES BEA PROTE TIO AGA) MOSS a! | 




















recognition. No carbohydrate employed in this system of infant feeding enjoys so 
rich and enduring a background of authoritative clinical experience as Dextri-Maltose. 




















HEN interviewed between platefuls, this 11-months-old 

young man emphatically stated: “I have been brought 
up on Pablum and still like it, but some days when I’m in the 
mood for oatmeal, nothing satisfies me like Pabena!”’ 


Nutritious, quick and easy to prepare, 
both products are for sale at drug stores. 


MEAD JOHNSON & COMPANY, EVANSVILLE, IND., U.S.A. 
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quicken production of 
red blood cells with 


' VENTREX 


KAPSEALS® 


Lagging erythropoiesis due to deficient antianemic 
principle and iron may be effectively aroused by the 
administration of VENTREX Kapseals. 

Composed of erythropoietic agents rapidly utilizable by 
the body, VENTREX affords highly effective and quick- 
acting antianemic therapy. Both the concentrated 
antianemic principle of stomach tissue and fer- 

rous sulfate incorporated in VENTREX are readily 
absorbed and assimilated. Thiamine hydro- 

chloride and riboflavin help to correct ano- 

rexia, gastrointestinal dystunction, and im- 

paired nutrition frequently responsible for 

the vitamin deficiency states that often 

accompany and aggravate anemias. 


EACH VENTREX KAPSEAL CONTAINS: — 
Concentrated Extract of Stomach 5 gr. 
Ferrous Sulfate 
Vitamin B; (Thiamine 
Hydrochloride ) 
Vitamin B. (Riboflavin) . 





Dosage: In moderately severe anemia 2 to 4 
Kapseals three times daily. In severe anemia 
dosage should be adjusted to meet the patient’s 
requirements; 6 to 8 Kapseals daily are 
usually sufficient for maintenance. z 
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Bottles of 100 and 1000. 
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